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Tracy Schaner, Acting Administrator
Idaho State Veterans Home - Lewiston
821 21st Avenue

Lewiston, ID 83501

Provider #: 135133
Dear Ms. Schaner:

On February 20, 2013, a Recertification, Complaint Investigation and State Licensure survey
was conducted at Jdaho State Veterans Home - Lewiston by the Depariment of Health & Welfare,
Bureau of Facility Standards to determine if your facility was in compliance with state licensure
and federal participation requirements for nursing homes participating in the Medicare and/or
Medicaid programs. This survey found that your facility was not in substantial compliance with
Medicare and/or Medicaid program participation requirements. This survey found the most
serious deficiency in your facility to be isolated deficiencies and to constitute immediate
jeopardy to residents' health and safety. You were informed of the immediate jeopardy situations
in writing on February 15, 2013. '

On February 15, 2013, the facility submitted a credible allegation that the immediate jeopardy
was corrected. After review of your Plan of Correction, it was determined that the immediate
jeopardy to the residents had been removed. However, the deficiencies as identified on the
revised Form CMS-2567 remain and require a Plan of Correction. The most serious deficiency
now constitutes actual harm that is not immediate jeopardy and that is isolated in scope, as
evidenced by the Form CMS-2567, whereby significant corrections are required.

Enclosed 1s a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies, and a similar State Form listing licensure health
deficiencies. In the spaces provided on the right side of each sheet, answer each deficiency and
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state the date when each will be completed. WAIVER RENEWALS MAY BE REQUESTED
ON THE PLAN OF CORRECTION. Please provide ONLY ONE completion date for each
federal and state tag in column X3 {Complete Date), to signify when vou allege that each
tag will be back in compliance. After each deficiency has been answered and dated, the
administrator should sign both Statement of Deficiencies and Plan of Correction, Form
CMS-2567 and State Form, in the spaces provided and return the originals to this office.

Y our Plan of Correction (PoC) for the deficiencies must be submitted by March 25, 2013.
Failure to submit an acceptable PoC by March 25, 2013, may result in the imposition of
additional civil monetary penalties by April 15, 2013.

The components of a Plan of Correction, as required by CMS include:

s What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

¢ How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

e What measures will be put in place or what systemic change you will make to ensure that the
deficient practice does not recur;

o How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place. This monitoring will be reviewed
at the follow-up survey, as part of the process to verify that the facility has corrected the
deficient practice. Monitoring must be documented and retained for the follow-up survey. In
your Plan of Correction, please be sure to include:

a. Specify by job title who will do the monitoring. It 1s important that the individual doing
the monitoring has the appropriate experience and qualifications for the task. The
monitoring cannot be completed by the individual(s) whose work is under review.

b. Frequency of the monitoring; i.e., weekly x 4, then q 2 weeks x 4, then monthly x 3. A
plan for ‘random’ audits will not be accepted. Initial audits must be more frequent than
monthly to meet the requirement for the follow-up.

¢. Start date of the audits;

e Include dates when corrective action will be completed in column 5.
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If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. If CMS has issued a letter giving notice of intent to
implement a denial of payment for new Medicare/Medicaid admissions, consider the
effective date of the remedy when determining your target date for achieving compliance.

e The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567 and the state licensure survey report, State Form.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Based on the immediate jeopardy cited during this survey;

F225 - §/S: J --42 CFR §483.13(c)}(1)(ii)-(iii}, (c}(2) - (4) -- Investigate/Report
Allegations/Individuals
F226 - S/S: J -- 42 CFR §483.13(c) -- Develop/Implement Abuse/Neglect, etc, Policies

We are recommending to the Centers for Medicare & Medicaid Services (CMS} Regional Office
that the following remedies be imposed:

Denial of payment for new admissions effective as soon as notice requirements can be
met. [42 CFR §488.417(a)]

A ‘per instance’ civil money penalty of $50:00.00.
(THIS REMEDY IS GENERALLY RESERVED FOR SITUATIONS OF SERIOUS
NONCOMPLIANCE AS DESCRIBED AT §7510) (§488.430)

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on August 20, 2013, 1f substantial compliance is not achieved
by that time.

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare and
Medicaid Services determine that termination or any other remedy is warranted, it will
provide you with a separate formal notification of that determination.

Y our facility's noncompliance with the following:

F225-- §/S: J - 42 CFR §483.13(c)(1 (ii)~(iii), (c)(2) - (4) -- Investigate/Report
AMlegations/Individuals;
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F226 — S§/8: J -- 42 CFR §483.13(c) -- Develop/Implment Abuse/Neglect, etc Policies

has been determined to constitute substandard quality of care (SQC) as defined at 42 CFR
§488.301. Sections 1819 (g)(5)(c) and 1919 (g)(5)(c) of the Social Security Act and 42 CFR
§488.325 (h) requires the attending physician of each resident who was found to have received
substandard quality of care, as well as the state board responsible for licensing the facility's
admintstrator be notified of the substandard quality of care. In order for us to satisfy these
notification requirements, and in accordance with 42 CFR §488.325(g), you are required to
provide the following information to this agency within ten (10) working days of your receipt of
this letter:

The name and address of the attending physician of each resident found to have recetved
substandard quality of care, as identified below:

Residents # 10, 16 and 17 as identified on the enclosed Resident Identifier List.

Please note that in accordance with 42 CFR §488.325(g), vour failure to provide this information
timely will result in termination of participation or imposition of additional remedies.

STATE ACTIONS effective with the date of this letter (March 11, 2013): None

If you believe the deficiencies have been corrected, you may contact Loretta Todd, R.N. or
Lorene Kayser, L.S.W., QM.R.P., Supervisors, Long Term Care, Bureau of Facility Standards,
3232 Elder Street, Post Office Box 83720, Boise, ldaho, 83720-0036; phone number: (208)
334-6626; fax number: (208) 364-1888, with your written credible allegation of comphiance. If
you choose and so indicate, the PoC may constitute your allegation of compliance.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. You may also contest scope and severity
assessmments for deficiencies, which resuited in a finding of SQC or immediate jeopardy. To be
given such an opportunity, you are required to send your written request and all required
information as directed in Informational Letter #2001-10. Informational Letter #2001-10 can
also be found on the Internet at:

http://healthandwelfare.idabo.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursineFa
cilities/tabid/434/Default.aspx

go to the middie of the page to Information Letters section and click on State and select the
following:




Tracy Schaner, ActingAdmintstrator
March 11, 2013
Page 5 of 5

e BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by March 25, 2013. If your request for informal dispute
resolution 1s received after March 25, 2013, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact this office at (208) 334-6626.

Sincerely,

WA

LORETTA TODD, R.N., Supervisor
Long Term Care

LT/dmj
Enclosures
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BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. £938-0331
STATEMENT OF DEFIGIENCIES (%1) PROVIDERISURSLIERICLIA {X2) MULTIPLE CONSTRUCTION £43) DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
135133 8. WING 0:2/20/2013
NAME OF PROVIOER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP COUE
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o) SUMMARY STATEMENT OF DEFIGIENCIES D PROMICER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CAMPLETION
1AG AEGULAYORY OR LSC IDENTIFYING INFORIMATION) TAG GRUSS-REFERENGED TO THE APPROPRIATE DATE
GEFICIENGY;
F Q00! INITIAL COMMENTS F 000 annual Survey completed on Febnary 20, 2013,
Prenaration andior execution of this nlan of torection does
The followlng deficlencies were cifed during the nol constitute admission or agreement by the provider of tha
annual federsi recertification survey of your trulh of the facts alleged or sonclusions set forth in the
facility. immediate Jeopardy was identified at statement of deficiancies. The plan of correction is preparad

F225 and F228, The facility wes notified in writing
on 211513 at 8:45am, The Immediate Jeopardy
was abated an 2/15/13 at 2:15 pm,

anglor exacuted solely hecause itis required by the
provisions of federal and sizle law.

The surveyors conducting the survey were:
Lynda Evenson, BSN, RN - Team Coordinator
Nina Sanderson, BSW, LSW

Ashley Anderson, QMRP

Lorraine Hutton, RN

Survey Definitions:

ADL = Agtivities of Deily Living

BFS = Burgau of Facility Standards

CAA = Care Area Assessment

CMA = Cerified Nurse Aide

DON = Director of Nursing

LN = Licansed Nurse

MAR = Medication Administration Recoed
MDS = Minimum Data Set assessment
TAR = Treatment Administration Record
F 156 | 483.10{b}{4) RIGHT TO REFUSE; FORMULATE F 155] F155 RIGHT TQ REFUSE, FORMULATE ADVANCED
s5=p | ADVANCE DIRECTIVES DIRECTIVES

\ . This requirenent was not met as evidenced by the
The resident '.-'?s 1he. right ta re fusa treatment, to determination that the faciiity falled to ensure 2 resident’s
refuse to participate in experimental research, o .. i

and to formulata an advance directive as advanced directives dlearly indicated the residentlagal
specified in paragraph (8) of this section. representative’s choice regarding tube feeding and ¥ fuid
i administratian.

1. What corractive action(s} will be accomplished for thase
residents faund 1o have heen affecied by the deficient
This REQUIREMENT is not met as evidenced practice.

by:

M,Based?‘rmmpla@\[mm ?a pyic, racord | | !
FORY DIRECTOR'S SRERDVIDERISURPLIFR RBFRESENTATIVE'S SIGMATURE ., TITL (X6 DATE,
I g AL WPty s Aty 3ozl

sk =€fdamn&mf@h(imumﬁm may be axcused from corgeeling providing it is datenmined thal
olhar safeguards provida to the patienls. {See instruslans.) Except for nursing homes, the findings slated above are disclosable 80 days
foltowing the date of surysy whether sr noi a plan of correclion is provided. For nursing homes, the abeve findings and plans of ecrrection are dischsatie 14
days followlng the date these documents are made available 1o the facility. H deficlentles are clied, an appravad plan of comectian {8 requlsite to contnued

program participation,

| Resident #14 no longar resides al the faclity.

FORM CMS-2557¢02-99) Pravious Versions Obsolate Event 1D EMay 1y Fatlily 10: MDS03211 if conlinuation shest Page 1 of 85
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CiMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (£1) PROVIDER/SUPFLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
135133 B.WING 02/20/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
IDAHG STATE VETERANS HOME - LEWISTON B2 215T AVENUE
LEWISTON, 1D 83801
¢4y 1D SUMMARY STATEMENT COF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
EEFICIENGY)
F 155 | Continued From page 1 F 15512, How will you identify other residents having the potential
review and staff interview, it was determined the to be affected by the same deficient practice and what
facility failed to ensure a resident's advance corrective action(s) will be taken.
?ifecﬁ\'eséa Ct',eaf ly i;giig:tgd ;ﬁzi;esiﬂsﬂt?%;' Al residents that reside in the faciity have the potential of
epresentative’s ¢ e feedin : : .
anF;l IV (Intravenous) fluid gdmin?straﬂan. This;9 bemg aﬁeCt.Ed by_l he deﬁcxent practce .
affected 1 of 11 residents (Resident #14) Sacial Services wil audit 100% of the cument resident charls
reviewed for advance directives. This failed at ISVH-L to determine that the POST is filled out comectly
practice had the potential to interfere with the and will obtain new POST's for residents as needed.
resident/legal representative's right to choose end 3. What measures will be put in place or what systemic
of life treatment. Findings include: change you will make to ensure that the deficient practice ;
A camplaint received by the Bureau of Faciiity does fol .
Admissions Coordinater and Social Services Personnel have |
fgﬁ:ﬁ;{g:g%%g’:; gzg;gi?t$?e;T;tet:g \igss T been in-servicad to the revised Advanced Directives ‘
changed by Resident #14's family during a procedire, how to correctly complete a POST, how to !
hospitalization on 12/2/11, The complainant propery process a POST and what documentation is !
stated the family approved tube feeding, IV, and required in the resident's medical record.
antibiotics, The complainant stated tha resident's The Advarced Direclives procedure for ISVH-L has baen
rne‘d'ica] re'cords, sentto another“ski lled 'nursin% updated and indicates that prior o or upon admission of a
{fhﬂéwwiiz?geaf;ﬁzsfﬁragﬁrfggséte??hse?/‘ffgi?; d resident, the Admissions Coordinator or designee will inquire
and the changes were not signad o initialed. The of the resident, and/or hig/her family members, about the i
complainant believed the POST was wrengiuily existence of any written advance directives. The information |
altered by the facility. about whether or not the resident has executed an advance |
: directive shai be displayed prominently in the medical record.
Resident #14 was admitted to the facility on The Advanced Directives procedure for ISVH-L has been
11/2/12 with diagnoses including traumatic brain updated to reflect that with any changes or revocations of a
injury which oocurred 24 yoars ago, seizure POST directive then & new POST wil be completed by a
disorder, quadriplegia, chranic nonunion right hip _ )
fracture, neurogenic bladder and bowel, member of the Interdiscipiinary feam and submitled to the
reaceurting pneurmonia and wrinary iract residents attending physician. Changes will be idenfified to
infactions. the Interdisciplinary team 2nd then those changes will be
reflected in the resident” s medical record, care plan,
A Social Services Progress Note, dated 11/2/12, assessment and Social Work documentation.
documented. '[Resident #14] arrived today by Additionzlly, the POST wil be reviewed annually with the
f£2$?5?66 ZZngali ﬂ;g’;i;‘;;?;‘;’gﬁf;ﬁg resident or their representative by Social Services during the
father and 3 sisters as ']eg al guardians.. " Nots: resident's Annual assessment process and recorded in the
: resident’s Social work annual assessment.
FORM CMS-2667(02-99) Previous Varsians Obselate Event 1D: EM2Y 11 Facifity 10: MDSODI211 If eantinuation sheet Page 2 of 85
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c
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o4) ID SUMMARY STATEMENT OF DEFICIENGIES th PROVIDER'S PLAN OF CORRECTION %5
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE ARPROPRIATE CATE
DEFICIENGY)
F 155 ) Continued From page 2 : F 155| ¢Ql -Advanced Directives has been developad to monitor

The residents 11/8/12 MDS assessment coded a
3 under cognitive patierns (C 0100 - 0400)
indicating the resident was severely cognitively
impaired.

Two POST forms were found in Resident #14's
closed medical record. Both were dated 11/2/12
and were signed by the resident's father and the
resident's physician. The signatures and dates on
the two forms appeared identical. However,
Section C of one of the forms was blank under
the "Artificial Fluids and Nutrition and Anfibiotics
and Blood Products” section and was marked for
feeding tubes and antibiotics on the second form.
The 11/2/12 admission physician's orders
documented 'No Cods',

Nurses Notes, dated 12/2/12, and a hospital
Discharge Summary dated 12/13/12,
documentied Resident #14 was fransferred to the
hospital for pneurnonia and sepsis on 12/2/12
and returned to the facifity on 12/13/12. On
12/14/12 the resident's physician wrote,
"[Resident #14] now has a peg tube (previously
we were toid by family that he could not tolerate a
peq tube}... His family is very active in his cars
and decision making and there is some
controversy among family members concerning
advance directives... | would like the family to
take a look at his POST and give us an up to date
consensus on their wishes, ."

Mo documsentation was found in the records
provided by the facility that explained the
difference in the two POSTs dated 11/2/12, which
of the two POSTs was fo be implemented in an
emergency, and/or the facility's response to the
physician's request to clarify/obtain a consensus

resicent Advanced Directive completion, annual review,
medicat record documentation and care planning of the
directive.

4. How the comrective action{s) wil be monitored to ensLre
the deficient practice will not recur.

{SVYH-L Administrator or her designee will monitor the CQI-
Advanced Directives

This CQI will be done every two weeks x one month, then
monthly x 3 months then biannually,

This CQ will be siarted on March 25, 2013

5, Date Corrective action wilf be completed; Apri 15, 2013

|

FORM CME-2567{02-99) Pravdous Varsiens Qbsclets

Event IO:EM2YH

Facfity iD: MDS001311
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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FORM APPRGVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

136133

{2) MULTIPLE CONSTRUCTION
A.BUILDING

B. VING

(%3} DATE SURVEY

COMPLETED

c
0272012013

NAME OF PROVIDER OR SUPPLIER

IDAHO STATE VETERANS HOME - LEWISTON

STREET ADDRESS, CITY, STATE, ZIP CODE

821 21ST AVENUE
LEWISTON, ID 83501

o4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIGER'S FLAN OF CORRECTION
(EAGH GORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFCIENCY)

(X5)
COMPLETION
DATE

F 155

Continued From page 3
regarding the family's "wishes."

During a telaphone conference on 2/28M3 &t 9:40
am, the Acting Administrator, the Acting DNS, and
a consulting social worker were asked to clarify
the discrepancy between the two POST forms
dated 11/2/12 and to darify which form was
accurate. In addition, they were asked to provide
documentation indicating the physician's
concerns of 12/14/12 were addressed,

On 3/1/13, the facility faxed addlition
documentation which included the following:

* Social Service Prograss Motes dated 12/18M12
which documented, "[Resident #14] was
readmitted on 12/13/12.... phoned [ Sister A] re
POST which states comfort measures,.. but MO
Iphysician] notes indicate aggressive measures.
[Sister A] prefers [Sister B) be contacted. Left
message with [Sister B] to call back to make sure
POST is what famity/guardians want.

* Social Service Progress Notes dated 12/19/12
which documented, "[Sister B] returned call this
morning. Reviewed POST with [Sister B] which is
to confinue as is ~ she and her father would not
want aggressive interventions, they would want
ABOs [antibiotics] and [Resident #14] has a
feeding tube. Also reviewed the information with
RN manager, POST continie as is - 'NO CODE'"
* A typed addendum to the 12/18 and 12/19
Social Service Progress Notes, dated 3f1/13 and
signed by the current social worker, that
documenied, "l placed a phone call to { Sister A] to
review [resident'e] POST. [Sister A asked that |
coniact her sister, [Sister B] also a guardian....
[Sister B] returned my call on 12/19/12, i reviewed
fthe resident's] POST, reading each section to
[Sister B] and indicating what was already

F 155

FORM CMS-2567(02-99) Previous Versions QObsclete Event 10 EM2Y 11

Faciiity ID: MDS001311 If confinuation sheet Page 4 of 85
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCGIES 1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING COMPLETED
c
135133 B. WNG 0212012013

NAME OF PROVIDER OR SUPPLIER

1DAHO STATE VETERANS HOME - LEWISTON

STREET ADDRESS, CITY, STATE, ZIP CODE
821 21ST AVENLIE

LEWISTON, ID 83501

X4} 1D
PREFTX
TAG

SLMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

I
FREFIX
TAG

PROVEDER'S PLAN OF CORRECTION
(EACH GORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE AFPROPRIATE
DEFICIENCYY

(X5}
COMPLETION
DATE

F 155

F 167
88=C

Continued From page 4

marked. [Sister B] indicated wanting MQ CODE to
continue and comfort measures to continua.
[Sister B} asked that the feeding tube and
antibiotics be Indicated on [Resident #14's]
FOST. | marked these 2 sections with an X while
on the phone.... | did however omit initialing and
dating these two changes. At the time | did make
a note in [resident's] chart and reviewed changes
with RN manager,

During a telephone interview on 3/4/13 at 10:39
am, the Acting DNS explained that Resident #14
Inltially came fo the facility on 11/2/12 as a 'Full
Code'. The social waorker was told the family
wanted to change the resident to a ‘NG CODE'
and assisted them with the paper work. The
resident's father and the resident's physician
signed a POST on 11/2/12 which was not markad
for tube feeding or aniibiotics. In response io the
physician's concerns about the family's 'wishes’,
the social worker contacted family members on
12/18/42 and 12/19/12. Tha social worker
modified (marked with an 'X’) the 11/2/12 POST
{o indicate the family's wishes for hoth tube
feeding and antibiotics but failed to initial or date
the modifications. The Acting DNS stated that she
suggested to the facility that they start a new
processfform, in the future, when a POST needs
1o be modified.

Buring the 3/4/12 telephone inferview the Acting
DNS was notified of the unresolved cancerns with
the lack of clarity of the POST forms dated
1142412, No further information or documentation
was provided that resolved the concerns.
483,10(g)(1) RIGHT TC SURVEY RESULTS -
READILY ACCESSIBLE

F 155

F 167

F 167 RIGHT TO SURVEY RESULTS- READILY
ACCESSIBLE

FORM CMS5-2867(02-09) Previvus Versians Obsclete Ewvent ID:EM2Y 14

Facility 1D: MOS001311

I continuation sheet Page & of 85
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FORM APPROVED
OMB NO. D838-0381

STATEMENT OF DEFICIENCIES {01y PROVIDER/SUPRLIER/CLIA (42) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
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ody D SUMMARY STATEMENT OF DEFICIENCIES [[w] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR L5C iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE OATE

DEFICEENCY)

F 187 | Continued From page 5

A resident has the right to examine the resuits of
the most recent survey of the facility conducted by
Federal or State surveyors and any plan of
correction in effect with respect to the facility.

The facility must make the results avaitable for
axamination and must post in a place readily
accessible to residents and must post a noties of
their availability.

This REQUIREMENT s not met as evidanced
by:

Based on cbservation and staff interview, the
facilify failed to ensure a copy of the most recent
federal and state survey was made available for
resident review for ali residents {Residents #1 -
61) at the facility. This had the potential to
infringe ¢n the rights of the residents to be
informed of survey results. The findings include

During an environmental review of the facility on
21313 from 10:00 - 10:15 a.m., it was nofed
thers was no copy of the most recent results of
the federal or state survey available for resident
review.,

CFR 483.10(g) states " A resident has the right
to-(1) Examine the results of the most recent
survey of the facility cenducted by Federal or
State surveyors and any plan of correction in
effect with respect to the facility. The facllity must
make the resuits avallable for examination ina
place readily accessible to residents and must
post a notica of their availability; and ... "

Whaen asked about the availability of the survey

F 167 | This requiremant was not met as evidenced by the

determination that the facility failed to ensure a copy of the
most recent faderal and stafe survay was made availabie for
the resident review for alt residents in the facility.

1. What corrective action{s) wil be accomplished for those
residents found to have been affected by the deficient
pracfice.

Immediate steps were faken during the survey to locate the
survey book. The survey book was focated on 2113/13 at 11:
15am and shown to the survey feam. The Survey results
hinder was replaced to ils usual location under the bulletin
board located in the facility's front eniry way. The survey
book was noted by staff to have beer temporarily moved due
to construction in the factity.

2. How will you identify other residents having the potential to
be affected by the same deficient practice and what corrective
action{s) will be taken,

All residents that reside in the facility are at risk for being
affected by the deficient practice.

The Survey results binder has been secured fo the shelfin
the facility's front eniry way so that it cannot be removed from
this location

3. What measures will be put in place or what systemic
change you wiil make o ensure that the deficient practice
does not recur.

The most recent Federal and State Survey has been placed
in 2 binder located in the facility front entry way. On March
12, 2013 this binder was secured fo this location so that i
cannot be easily removed from the area.

CQl Facility Environment has been modified to include item to
audit this binder to ensure that the most recent survey results
are in the binder and that the binder is availablg for resident
review.

4. How the comrective action{s) will be monitored fo ensure
the deficient pracfice will not recur.
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The facility must not employ individuals who have
been found guiity of abusing, neglecting, or
mistreating residents by a court of iaw; or have
had a finding entered into the State nurse aide
registry concerning abuse, naglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility siaff to the State nurse aide registry
or ficansing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
Including Injuries of unknown source and
misappropriation of resident propetty are reported
immediately fo the administrator of the facility and
to other officials in accordance with State law
through estahlished procedures (including to the
State survey and ceriification agency).
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F 167 | Continuad From page 6 F 167 | The Administrator will monitor the CQI Facility Environment
results on 2/13/13 at 11;11 a.m,, the Social This CQI wif be done g week x 4 weeks, then g month x 3
Worker stated the survey results wara usually in a months, then every three months.
binder under the bulletin board located in the The CQl wil start March 25, 203
facllity entryway. However, the Social Worker 5. Date Corrective ation will be completed: April 5, 2013
could not find them there,
On 2/13/13 at 11:15 a.m., the Social Worker
brought the survey results binder {o the surveyors
and stated she found the binder in the chart
room.
The facility failed to ensure the faderal and state
survey results were avallable for resident review, :
F 225 | 483.13(c)( (i}, (c)(2) - (4) F 2251 F225 INVESTIGATE/REPORT %
§5=J | INVESTIGATE/REPORT ALLEGATIONS/NDIVIDUALS ‘
ALLEGATIONSANDIVIDUALS The facilty must not empioy individuals who have ben found |

quilty or abusing, neglecting or mistreating residents by a
court of law; or have had an findings eniered into the State
nurse aide registry conceming abuse, neglect, mistreatment
of residents or misappropriation of their preperty; and report
knowiedge it has of actions by a court of faw against an
empioyee, which would indicate unfiness for service as a
nurse aide or other facility staff to the State nurse aide
regisiry or licensing authority.

The facility must ensure that all alleged violafions.invalving
mistreatment, neglect or abuse, inciuding injuries of unknown
sowrce and misappropriation of resident's property are
reported immediately fo the adminisirator of the facility and o
other officials according fo State law through estabished
procedures (including to the State survey and certification
agency).

The facitity must have svidence that all zfleged violations are
thoroughly investigated and must prevent further potentfal
abuse while the investigation is in progress.

The results of all investigations must be reported to the

FORM CMS-2687(02-89) Provious Versions Obsclete

Event ID:EM2Y N

Facilty [D: MDS001311

If continuation sheet Fage 7 of 85




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03411/2013
FORM AFFROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFIGIENCIES (41} PROVIDER/SUPPLIER/GUA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
135123 B, WING Q2/20/2013

NAKE OF PROVIDER OR SUPPLIER

IDAHQ STATE VETERANS HOME - LEWISTON

STREET ADDRESS, CITY, STATE, ZIP CODE
821 2157 AVENUE

LEWISTON, ID 83501

The facility must have evidenca that all alleged
violations are thoroughly investigated, and must
prevent further potentiat abuse while the
Investigation is in progress.

The resuits of ail investigations must be reported
to the administrator or his designated.
representative and to other officials in accordance
with State law (including fo the State survey and
cartification agency) within 5 working days of the
incident, and if the alleged violation is vetified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Basad on review of the facility's abuse policy,
review of investigations, review of personnel files,
record review, and staff interview, it was
determined the fadility failed to ensure all
allegations of abuse, neglect andfor mistreatment
were immediately reported, residents were
immediately profected, allegations were
thoroughly investigated, and approprate
corrective action was taken. That failure directly
impacted 3 of 17 residents (Residents #10, #16
and #17) involved in significant incidsnts, This
resulted in piacing Resident #17 in immadiate
jeopardy with potential for serious harm or
impairment due to ongoing abuse. Additionally,
this resulted in the potential for on-going abuse
and mistreatment to occur to Residents #10 and
#16 without immediate protaction and nofification,
thorough investigations and appropriate
corrective action being taken. The findings
include:

X4y 1 SUMMARY STATEMENT OF OEFICIENCIES iis} PROVIGER'S PLAN OF CORRECTION x5
PREFIX [EACH DEFICIENCY MUST BE PREGCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 225 Continued From page 7 F 225 administrator or his designated representatives and to other

officials in accordance with State law (including State survey
and certification agency} within 5 working days of the
incident and if the alleged viclations is verified appropriafe
corrective action must be taken

1. What corrective action(s) will be accompiished for those
residents found to have been affested by the deficient
practice.

Residents # 10, #16 and #17 were affected by this deficient
practice. Based on review of the facility’ s abuse policy,
review of investigations, review of personnel files, record
review and staff interviews it was determined that the faciiity
failed to ensure all allagafions of abuss, neglect andfor
mistreatment were immediately reported, residents were
immediately protected, allegations were thoroughly
investigated and appropriate corrective acfion was taken.
Staff employed at the idaho State Veterans Home -
Lewiston who were involved with the alleged abuse of
residents #10, #16 and #17 were placed on adminisirative
leave whie thorough investigations were conducted.

2. How will you identify cther residents having the potential
tc be affected by the same deficient practice and what
correcfive action{s} will be taken.

All residents have the potential to be negatively impacted by
this deficient practice. As a result, the Idaho State Veterans
Home -~ Lewiston nursing procedure concerming Resident
AbuseMNeglact {(now cailed Reasonable Suspicion of a
Crime Against a Resident) has been ravised to ensure
consistency with Administrafive Policy, State, and Faderal
Regulations. Al of the staff was in-serviced regarding the
deficient practice on February 28, 2013 and March 20, 2013
via multiple &l staff mestings. Nursing staff received
additional in-services cn March 6, 7 & 8, 2013 and through
silentin-services. All new allegations of abuse, neglect or
mistreatment have been reported to State survey and
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1. The facility's Resident Abuse/Negiect policy,
undated, defined verbal abuse as "any use of
oral, written or gestured language that includes
disparaging and derogatory terms to residents or
their families, or within their hearing distance to
describe residents, regardless of their age, ability
to comprehend or disability.” Additionalily, sexual
abuse "includes, but is not limited 1o, sexual
harassment, sexuzl coercion or sexual assault.”

a, On 2/14/13 at 12:40 p.m., faur investigations
from the past year were chosen at random for
review, A Report of Investigation, undated,
contained an allegation of abuse against LN # 18
to Resident #17 on 8/5/12. The statement from
CNA#8, undated, stated "] witnessed a siuation
between [Resident #17] and [LN #19]. | saw end
heard [Resident #17] yelling at someone at the
Nurse's station...When | approached the Nurse
[sic] station 1 saw ILN #19] standing outside of the
Nurse {sic] station...she was laughing very loud
and was taunting and mocking [Resident #17}.
[Resident #17] was yelling back at her and called
her & '#***ing b**ard' and threw an ice bag he had
wrappsd around his neck at her and saying to [LN
#19] "sfick it up your a*s" and gave her the middis
finger. JLN #19] just laughed st him even louder
and told [Resident #17] 'that she doesn't iike fo do
it that way'... There ware 2 other [LNJ's at the
Nurse's station LN #6861 who was sitting charting
and [LN #9]...neither of them interviend [sic] or
looked up.”

On 2/14/13 from 3:05 - 3:30 p.m., CNA#8 was
asked about the 8/5/12 incident. CNA#S stated
she reported the incident verbally to the DON on
8/8/12 or 8i7/12. CNA#S stated the DCN
requested that it be put in writing, which she

allegation have been placed on adminislrative leave pending
the outcome of the investigations. Resufis of the
investigation have been reporfed to the State survey and
certification agency.

The Director of Social Services from Boise has conducted
resident interviews of approximately 50% of the resicents o
identify concems of abuse, neglect or mistreatment. Mo new
issues were identified during this process.

3. What maasures wil bz put in place or what systemic
change you will make io ensure that the deficient practice
does not recur.

All staff have been in-serviced regarding the updated policy
and the behavioral expectations of reporting any alleged
abuse, neglect or mistreatment of residents. Leadership has
been fransitioned fo an interim staff fo ensure the
appropriate identification and investigation of alleged
complaints of abuse, neglect or misireatment. Future
teadership will be extensively in-serviced regarding the
hehavioral expectations for reporting abuse allegations fo all
the approprizie agencies as well as to Divisicn
Headquarters staff to ensure that reporiing requirements are
met. Any icentified failures to report abuse according to
policy will be addrass as a performance issue with staff.
Residents with behavioral concems will have a behavior
management pian and silent in-services will be used ty
reeducate the staff on behavior modification techniques.
Staff has been in-serviced fo the updated behavioral
management plans for effective implementation.

Sacial Service has had their pelicy manual extensively
revised to address the current praclice and expected
professional practice.

4. How the corrective action(s) will be menitored to ensure
the deficient practice will not recur.
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F 225 Continued From page @ F 225 | The interventions and in-servicing by the interim staff have

compieted and gave fo the DON between 8/7/12
and 8/9/12,

On 2M4/13 from 4:10 - 4:56 p.m,, the DON stafed
she talked with LN #19 befors this incident and
told her If she needed help redirecting Residant
#17, {o let her know.,

The Report of Investigation did not include any
information related to LN #5 and LN #9 or the
DON.

b. The Report of Investigation contained
documentation of seven employee interviews
conducted by LSW#1, undated and untimed.
The interviews documented that employees were
aware and reported to management staff, LN
#19's ongoing abuse of Resident #17 with no
action being taken by the facility, asfoliows:

- Warker #1 stated " .,.she's caught [LN #191
cussing at [Resident #17] in the past and had to
step in to actually redirect [LN #19]. She notes
[LN #18] continues to do things which taunt
[Resident #17]... This particular staff member
notes they have warned [LN #19} about her
actions to no avail.”

- "Worker #2 noted much of the same
above...worker #2 [sic] stated [LN #19] will flirt
with [Rasident #17] and then fell him to leave her
alone when he wants {o confinue the
contact...Whan asked, worker #2 noted
name-calfing, the flirfing, and the off-hours spent
between [Resident #17] and [LN #19] as being
very unprofessional. The documentation of
Worker #2 ' s interview did not include specific
names called, what Worker #2 meant by " flirting

created an environment in which abuse allegations are
raporied by all staff. Future leadarship staff will be
extensively in-serviced to ensure understanding of the policy
and all behavioral expectations included in the poficy. Idaho
Divisicn of Veterans Services staff will monifor this process
on a monéhly basis for the next 12 months through review of
the reported polices, staff mterviews, and review of
documentation to ensure policies are followed and abuse
allegations are reported.

5. Date Corrective action wil ba completed: April 15,2013
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", and it could not he determined what exactly
took place during those " off-hours. "

- "Worker #3" stated the only thing she had
witnessed was the 'Cat & Mouse' game between
"[Resident #17] and [LN #19]" The
documentation of Worker #3 ' s interview did not
include any additional information describing the
" cat & mouse * game,

- "Worker #4 was relieved {o be talking about this
issue of [Resident #17] and [LN #15] and noted
frustration over past aftempts at getting somesone
o do anything about this, She spoke of this
relationghip/issue going back at [east a year and
a half and noted other co-workers trying 1o fell
[LN #19] or warn her of her inapprapriate actions
with him...She states LN #19] gets very
obnoxious when others try and warn her of her
actions and will often yell, cuss, or just make
things harder on the aids [sic]. She also stated
she and others have said things to management
but, still are [sic] na changes in [LN #19]'s
behaviors, She notes [LN #19] appears to love
the attention and drama she gets from [Resident
#17]. She also reportedly jokes in inappropriate
and vulgar ways. When asked for an example,
she noted [LN #19] and [Resident #17] will speak
about sexual thingsfacts. [LN #17] is said fo have
baen having one of these conversations with
[Resident #17] when she left the room saying,
"You couldn’t please me." She also spoke of the
other extreme where [LN #19] is now threatening
to harm [Resident #171 if he doesn't [eave her
aione. More specificafly, [LN #19] was overheard
telling [Resident #17] she would break his hand if
he didn't get away from her. She's also been
heard teiling [Resident #17] how he ' disgusts
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her.* On another occasion [LN #19] was heard
telling [Resident #17] how he ' stinks ' while she
was cating for him. Worker #4 is concerned with
ali the attention being given to [Resident #17] for
his behaviors when she finds [LN #191 to be at
fault for encouraging the relationship with such
inappropriate behavior in the first place." The
interview did not contain documeantation of which
management staff Worker #2 had reported to in
the past.

- "Worker #5 was very upset over the lack of
attention from management regarding this
particutar issue. They nofed the problems with
[LN #19] and [Resident #17] have been going on
for well over a year and there have been no
noticeable changes in {LN #19]'s behavior.
Because of this, many staff have simply given up
on the idea of management taking notice and
have quit reporting. Also noted by worker #5 [sic]
were the many times [LN #19] would coms to
work early fust to sit with [Resident #1771 in his
room. The conversations were noted as being
flirtatious and inappropriate hut warnings from
staff were said to be ignored by [LN #19)...Worker
#5 reports if [LN #19] isn't fliting with [Resident
#17] she's calling him an '&*s' or sama other
name, yelling at him 1o get away fram her even
though he's not purposefully seeking her
attention, or just taunting him with gestures and
jooks. These things are said fo have often left
[Resident #17] crying and feeling confused.”

- "Worker #7 was very reluctant to speak with this
worker and at one point asked if she and others
were going to [ose their jobs over this relationship
between [Resident #17] and [LN #19]. When
asked why anyone would ba fired, worker #7 [sic)
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stated people have been afraid to speak up for
fear of retaliation by other nurses in charge or
even management who, ‘clearly like [LN #19}. '
When asked what she meant by management,
worker #7 {sic] gave the names of [DON] and [RN
Manager]...She spoke of the relationship batween
[Resident #17] and [LN #1987 as being wrong and
weird. She said it's been totally unprofessional
fram phe extreme fo the other. She explained
that [LN #19} would spend hours sitting in
[Resident #17]= [sic] room with him after her shift
was over. They'd laugh and talk about getting
married and having children fogether. She said
they'd do this in the common arza as well as if
[LN #19] needed other peaple to know [Resident
#17] was in love with her, She then noted how
LN #19] would be totally opposite and just get
mean with [Resident #17] to the point he would

cry.u

On 2/15/13 from 9:18 - 9:38 a.m., the RN
Manager stated her staff would casually tell her
that the relationship between Resldent #17 and
LN #19 was inappropriate, but no one ever came
to her directly with " grave concerns. *

On 2{14M13 from 4:10 - 4:56 p.m., the DON stated
talked with LN #19 before and tald her if she
needed help redirecting Resident #17, to let her
kow.

On 2/14/13 from 4:10 - 4;56 p.m., the
Administrator stated she was unaware of the
allegation against LN #19 until the statement
written by CNA #8 was placed on her desk on
81512,

¢. The Report of Investigation did not document
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how Resident #17 was protected from ongeing
abusa, Additionally, during the course of the
survey, staff were interviewed about LN #18 with
{he following resuits;

- Employee #14 stated LN #19's family member
was a resident at the facility and LN #19 still
visited him. She said that when LN #19 visited,
Resident #17 cried and got very upset, Employee
#14 requested that arrangements be made for LN
#19 to visit her family member in a private area,
but nothing was dons with her request.

- Employes #20 stated at one point, Resident #17
was pirt on suicide watch due to the interactions
with LN #19. She stated since LN #19's
employment ended, LN #12 had been back io the
facility to visit her family member and continued
to tease Resident #17 in a sexual nature.
Employes #20 said she reported muitiple times fo
the DON that LN #192 was responsibls for the
inappropriate relationship, but nothing was done.

- Employes #13 stated LN #19 had visited the
facility to visit har family member one or two times
sinee her amployment with the facility ended, and
the visits upset Resident #17.

- L8W #1 stated during an interview on 2/14/13
from 6:15 - 6:40 p.m., he had not witnessed
firsthand LN #19 ' s post-employment visits, but
had received reports that Resident #17 was upset
for guite some time after LN #19 visited the
facility. LSW #1 stated LN #19 should have
guidelines or supervision in pface to visit, but as
far as he knew, she did not.

~ LSW #2 was interviewed on 2/15/13 from 3,33 -

F 225
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10:57 a.m. LSW#2 stated she had heard that
Resident #17 was tearful during LN #19's
continuad visits to the facility. LSW#2 stated
when LN #19 was not visiting; Resident #17 was
in good spirits. LSV #2 stated she was unaware
of any guidelines for LN #19 to make
arrangements o visit the facility and stated she
herself, did not have any responsibiliies if LN #19
visited {such as notifying the Administrator,
escorting LN #19, efc.).

- The RN Manager stated, during an interview on
2/15/13 from ;18 - 9;38 a.m., her staff would
casually tell her that the relationship between
Resident #17 and LN #19 was inappropriate, but
no one ever came fo her directly with " grave
concarns. "

- The Administrator stated, during an interview on
211413 from 4:10 - 4:56 p.m., In the past she
heard staff occasionally say, " [Resident#17]'s
going to see {LN#18], " however, she was
unaware of the extent of the situation untfl the
Report of Investigation was completed in August
2012, Further, the Administrator said she was
rasponsible for placing employees on
administrative leave through communication with
Human Resources and alfiowing LN #19 to
continue working during the course of the
investigation was her decision.

d. The Report of Investigation decumenied the
investigation was not inifiated untfi 8/21/12. No
explanation for the time defay befween the 8/5/12
incident until the initiation of the investigatian
could be found.

. The Report of Investigation did not include
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documentation that Resident #17, the DON and i
the RN Manager were interviewed.

f. The aliegation of ahuse by LN #19 was not
reported to the Bureau of Facility Standards as
required in informational Letter #2005-1.

g. The Report of investigation did not include
evidence that corrective action was taken with all
employees including management staff who were
awara of LN#19's ongoing abuse to Resident
#17. Review of LN #18' s perspnnel file showed
that LN #19 was terminated 9/6/12 due to the
resuits of the investigation.

Finatly, employees of the facility including
management staff {who were aware of LN#19's
ongoing abuse to Resident #17 during har
employment) were also aware of LN #19's current
contact with Resident #17 during her visits, The
survey team read, and provided in writing, the
following statement on 2/15/13 at 8:45 a.m..

" During an Idaho State recertification survey,
Initlated 2/11/13 a deficient practice was identifled
| at 483.13(c)(2), 483.13(c)(3), 483.13(c}4)
| 483.13(c). This failed practice resulted in serious
harm constituting immediate jeopardy, The ldaho
Stata survey team deteimined the facility failed to
protect a residant from further abuse when they
allowed a facility staff member, who was
terminated for the abuse, enter the facility without
structured guidelines and/or supervision. The
staif member was allowed to visit a family
member and former co-workers without
protecting the resident from abuse. |
in addition, the facility failed to investigate, |
thoroughly and immediately, all allegations cf
ahbuse, protect the resident during the
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investigation, and repart the allegation and the
investigation to the appropriate agencies as
required.

These failed practices were brought to the
attention of the facility Administrator and Director
of Nursing on 2/15/13 at 0845, The facility was
provided specific detalls of these failures.

Idaho State Veteran ' s Home - Lewiston should
begin immediate removal of the risk to individuals
and immediately implement corrective measures
to prevent repeat jeopardy situations, ™

The document was signed by the survey team,
the Administrator, and the DON,

NOTE: An acceptable Plan of Correction was
submitted on 2/15/13 at 2:15 p.m. and the
immediate jeopardy was abated.

2. An Incident Invastigation, undated,
sumrmarized an investigation conducted from
81342 - 8f15/12 regarding an allegation of
abusa on Resident #16, during & shower on
8/1112 by LN #19 and CNA #20. Resident#16's
Resident Facesheat, undated, documented a 91
year old male whose diagneses included
Alzheimer' s disease.

a. LN #19 was placed on administrative leave
8/14/12 for protection of the residents, however,
CNA #20 was not.

When asked during an interview on 2/18/13 from
2:50 - 3:12 p.m., the Administrafor stated CNA
#20 was not placed on adminisirative leave
because once statements clarifying the allegation
were received, the focus was placed on LN #19.

b. CNA #3 witnessed the shower on §M1/12 and
reported the incident to LN #4 on 8/12/13. LN #4
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then reported the incident fo the Administrator on
Bi13/13. However, the Incident Investigation did
not contain documentation that CNA #3 or LN #4
wers retrained on the abuse policy, including
immediate protection of residents or immediate
reporting.

When asked, the Administrator stated during an
interview on 2/18/13 from 2:50 - 3:12 p.m. she
carried a facility phone 24 hours a day, saven
days a week to facilitate immediate reporting.
She stated she would check parsonnel files for
documeantation of the abuse policy, however, the
facility failed fo provide any addifional
documentation,

3. Resident #10 was admitted to the facllity on
6/10/09 with multiple diagnoses Including
dementia and depression.

The resident's most recent quarterly MDS
assessment, dated 10/15/12, coded;

* Understood and usually understands

* BIMS of 8 indicating moderately impaired
cognitive skills for daily dacision making

* No signs or symptoms of defirium pressnt

* Physicat behavioral symptoms directed foward
others occurred 1 to 3 days during the 7 day look
back period

* Verbal behavioral sympioms directed toward
others oceurrad 4 to 6 days during the 7 day look
back pariod

* Mood scors for depression was zero indicating
no signs or symptoms of depression during the
14 day Jook back period

Resident #10's Physician Orders for 2/2013
documented the rasident received Depakote 750
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milligrams by mouth 3 imes a day for "1) Verbal
and physical aggression 2} Iritabitity and angry
outbursts” and "3} Refusing cares, bathing &
treatments..."

Resident #10's Plan of Care documented the
problem, dated &6/18/09, "ATA [unknown]."
interventions included, "...Provide opporluhity for
communicationfsocialization during each
gontact," Under the problem, "Ineffective
Individual coping," dated 6/10/09, interventions
included, *...1:1, diversional activities ...validation,
redirection. "

On 12/13M12, a Social Services Progress Nofes
entry (untimed), recorded by LSW#1,
documented, "Staff have shared infofrmation]
about [Resident #1Q] having had a verbal
altercation w/staff {with staff] during dinner last
night [12/12/12]). He separately threatened
physical iarm and the staff responded
inappropriately, but then walked away. ...Social
Services will speak with & remind him of not only
the consequences of his action but his
responsibility to respect staff apd other residents.”

A second untimed note, recorded on 12/13/12 by
LSW #1, documented, "Spoke wi{Administrator's
name] who agreed [Resident #10] has now
escalated his verbal abuse to physical threats
[with] staff. With 2 staff having reacted as shared
their inability fo cont[inue} working or under this
abuse, it may be time {o look at transierring
[Resident #10] to another facility. ..."

During an interview with Employee #20 (E-20},
the employee was asked about abuse, in general,
in the facility. E-2Q said that somstime recently, at

F225
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least during the last year, E-20 knew about verbal
abuse between Resident #10 and a co-worker.
E-20 stated, "He [Resident #10} wanted {staff
member] to do something. The [staff member}
started swearing at [Resident #10] and [the staff
member] got fired."

The verbal interactlon between Resident #10 and
a staff member, which took place on 12212
according to LSW#1, was not brought to the
attention of the LSW or the Administrative staff
until the next day, 12/13/12, The Administrator
was notified by LSW #1 of the alleged abuse on
1241312,

The Bureau of Facility Standards did not record §
any call {o tha department's hotling and did not
record any faxed report of a completed
investigation of the incident of alleged abuss on
12/12/12 as required in Informational Letter
#2005-1.

The faciiity failed to report the incident between
Restdent #10 and a staff member to the Bureau
of Fagcility Standards as required by State law and
federal regulations.

F 226 | 483,13(c) DEVELOP/IMPLMENT F 226 | F226 DEVELOPAMPLMENT ABUSENEGLECT, ETC
s5=J | ABUSE/NEGLECT, ETC POLICIES POLICIES

i i impl i licies and
The fagility must develop and implement written Tne feadcﬁlty Thustt de;r:ebip a!ntdr;rant?ner:te:tewlr::fr;ﬁg ;ie::[;f
policies and procedures that prohibit procecures Mat prohibet mis el eg v

mistreatment, neglect, and abuse of residents residents and misappropriation of resident property
and misappropriation of resident property. 1. What corrective action(s) will be accomplished for those
residents found fo have been affected by the deficient

practice.

Residents # 10, #16 and #17 were affected by thig deficient
practice. Based on review of the facility” s abuse policy,

l review of nvestigations, review of personnel files, record

This REQUIREMENT is not met as evidenced
by
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Based on policy review and staff interview, it was
determined the facility failed to develop and
operationalize policies and procedures that
prohibited mistreatment, neglect, and abuse of
residents and misappropriation of resident
property. That failure directly impacted 3 of 17
residents (Residents #10, #16 and #17} involved
in significant incidents. This resulfed in placing
Resident #17 in immediate jecpardy with potential
for serious harm or impairment due to ongoing
abuse. Additionally, this resulted in the potential
for on-going abuse and mistreatment to ocour o
Residents #10 and #16 without immediate
protection and notification, tharough
Investigations and appropriate corrective action
being taken. The findings include:

1. The facility's Resident Abuse/Neglect policy,
undated, defined verbal abuse as “any use of
aral, written or gestured janguage that includes
disparaging and derogatory terms to residenis or
their familizs, or within their hearing distance to
describe residents, regardless of their age, ability
to comprehend or disability.” Additionally, sexual
abuse "includes, but is not limited to, sexual
harassment, sexual coercion or sexual assault.”
a. On 2/14/13 at 12:40 p.m., four investigations
from the past year were chosen at random for
review. A Report of Investigation, undated,
contained an allegation of abuse against LN # 19
to Resident #17 on 8/5/12. The statement from
CNA #8, undated, stated "I witnessed a situation
between [Resident #17] and [LN #19]. [ saw and
hegrd [Resident #17] yelling at someone at the
Nurse's station.. When | approached the Nurse
[sic] station | saw [LN #19] standing outside of the
MNurse [sic] station...she was [aughing very loud
and was taunting and mocking [Resident #17].
[Resident #17] was velling back at her and called
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failed to ensure 2l allegations of abuse, neglect and/or
mistreatment were immediately reported, residents were
immediately protected, allegaticns were thoroughly
investigated and appropriate corrective action was taken.
Siaff employed at the Idaho State Veterans Home - Lewiston
who were involved with the alleged abuse of residents #10,
#16 and #17 were placed on administrative ieave while
thorough investigations were conducted.

2. How will you identify other residents having the polential
fo be affected by the same deficient practice and what
cotrective action(s) wilt be faken.

All staif have been in-serviced regarding the updated policy
and the behavioral expeciations of reporting any alleged
abuse, neglect or mistraatment of residents. Leadership has
been transitioned fo an interim staff to ensure the
appropriate identification and investigation of alleged
complaints of abuse, neglect or mistreatment, Future
leadership will be extensively in-serviced regarding the
behavioral expectafions for reporting abuse allegations to all
the appropriate agencies as well as to Division Headquariers
staff to ensure that reporting requirements are met. Any
identified fallures to report abuse according to palicy will be
address as a performance issue with staff. Residents with
behavioral concerns will have a bshavior management plan
and sfient in-services will be used to resducate the staffon
behavior modification techniques. Staff have been
in-serviced to the updated kehavioral management plans for
effective implementation.

The Director of Social Services from Boise has conducted
resident mterviews of approximataly 50% of the residents fo
identify concams of abuse, negiect or mistreatment, No new
issues were identified during this process.

3. What measures will be putin place or what syslemic
change you will make to ensure that the deficient practice
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her a 'f**ing b**ard’ and threw an ice bag he had
wrapped around his neck at her and saying to [LN
#18] "stick it up your a*s" and gave her the middle
finger. [LN #19] just laughed at him aven louder
and told [Resident #17] 'that she doesn't like to do
it that way'...There were 2 other [LN]'s at the
Nurse's station [LN #6] who was sitting charting
and [LN #9)...neither of them interviend [sic] or
looked up."

On 2/44/M13 from 3:05 - 3:30 p.m., CNA #8 was
asked about the 8/5/12 incident. CNA#8 stated
she reported the incident varbally to the DON en
B/6/12 or B/7/12. CNA#8 stated the DON
requested that it be put in writing, which she
complsted and gave fo the DON betwsaen 8/7/12
and B/9M2.

On 2/14/13 from 4:10 - 4:56 p.m., the DON stated
she talked with LN #19 before this incident and
toid her if she nesded heip redirecting Resident
#17, to let her know,

The Report of Investigation did not include any
information related to LN #8 and LN #9 or the
DON.

b. The Report of investigation contained
documentation of seven employse interviews
conducted by LSW#1, undated and untimed.

The interviews documented that employees were
aware and reported to management staff, LN
#19's ongoing abuse of Resident #17 with no
action being taken by the facility, as follows:

- Worker #1 stated " ...she's caught [LN #18]
cussing at {Resident #17] in the past and had to
step in to aciually redirect [LN #19]. She notes
[LN #18] confinues to do things which taunt
[Resident #17]... This particular staff member
notes they have warned {LN #18] about her
actions te no avail.”

- "Worker #2 nofed much of the same
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All staff have been in-serviced regarding the updated policy
and the behavioral expectations of reporting any alleged
abuse, neglect or mistreatment of residents. Leadership has
been fransiticned to an interim staff to ensure the appropriate
identification and investigation of alleged complaints of
ahuse, neglect or mistreatment, Future leadership will be
extensively in-serviced regarding the behavioral expectations
for reperting abuse allegations to all the appropriate
agencies as well as to Division Headquarters staff o ensure
that reporting requirements are met, Any idsntified falures
to report abuse according to policy will be address as &
perfomance issue with staff. Residents with behavioral
concerns wilt have a behavior management plan and sifent
in-services will be used to reeducate the staff on behavior
modification techniques. Staff has been in-serviced fo the
updated behavioral management plans for effective
implementation.

Social Service has had their poiicy manual extensively
revised to address the curreni practice and axpected
professional practice.

4. How the cormective action(s) will be monitored to ensure
the daficient pracfice wil not recur.

The interventions and in-servicing by the interim siaff have
craated an environment in which abiise aflegations are
reparted by all staff. Future leadership staff wil be
extensively in-serviced to ensure understanding of the policy
and all behavioral expectations included in the policy. daho
Division of Veterans Services staff will monitor this process
an a monthly basis for the next 12 months through review of
the reported polices, staff interviews, review of
documentation to ensure policies are followed and abuse
allegations are reported.

5. Date Correctiva action will be completed: April 15,2013
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above...worker #2 [sic] stated [LN #19] wifl flint
with [Rasident #17] and then tell him to ieave her
alone when he wants to continue the

 contact...\When asked, worker #2 noted
| name-calling, the fliting, and the off-hours spent

between [Resident #17] and [N #19] as being
very unprofessional." The documentation of
Worker #2 ' s interview did not include specific
names called, what Worker #2 meant by * flirting
*, and it could not be determined what exactly
took place during those * of-hours. "

- "Worker #3" stated the only thing she had
witnessed was the 'Cat & Mouse’ game hetween
"[Resident #17] and [LN #139L* The
documentation of Worker #3 ' s interview did not
include any additional information describing the
" cat & mouse * game.

- "Worker #4 was relievad to be talking about this
issue of [Residant #17] and [LN #18] and noted
frustration over past atternpts at getting someone
to do anything about this. She spoke of this
relationshipfissue going back ai least a year and
a half and noted other co-workers irying to tell
[LN #19] or warn her of her inappropriate actions
with him...She states {LN #19} gets very
obnoxlous when others try and warn her of her
actions and will often yell, cuss, or just make
things harder on the aids [sic]. She also sfated
she and others have sald things to management
but, still are [sic] no changes In {LN #197s
behaviors, She notes [LN #18] appears to love
the attention and drama she gets from {Resident
#171 She also reportediy jokes in inappropriate
and vulgar ways. When asked for an example,
she noted [LN #18] and [Resident #17] will speak
about sexual things/acts, [LN#17]is said to have
been having one of these conversalions with
[Resident #171 when she left the room saying,

|
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"You couldn't please me.” She also spoke of the
ather extreme where [LN #19] is now threatening
ta harm [Resident #17] if he dossn't leave her
alone, More specifically, [LN #19] was cverheard
telling {Resident #17] she would break his hand if
he didn't get away from her. 3he's also been
heard telling fResident #17] how he ' disgusis :
her.' On another occasion (LN #19] was heard
telling [Resident #17] how he ' stinks * while she
was caring for him. Worker #4 is concarned with
all the attention heing given to [Resident #17] for
his behaviors when she finds {LN #19] to be at
fault for encouraging the relationship with such
inappropsiate behavior in the first place.” The
interview did not contain documentation of which
management staff Worker #2 had reported o in
the past.

- "Worker #5 was very upset over the tack of
attention from management regarding this
particular issus. They noted the problams with '
[LN #18] and [Resident #17] have been going on
for wall over a year and there hava heen no
noticeable changes in [LN #19]'s behavior.
Because of this, many staff have simply given up
on the idea of management taking notice and
have quit reporting. Also noted by worker #5 [sic)
were the many times [LN #19] would come to |
work early just to sit with [Resident #17] in his i
room. The conversations were noted as beaing |
flitatious and inappropriate but warnings from
staff were said {o be ignored by {LN #18]...Worker
#5 reports if [LN #19] isn't fliting with [Resident
#17) she's calling him an ‘a*s’ or some other
name, yeliing at him to get away from her sven ;
though he's not purpossfully sesking her _ }

attention, or just taunting him with gestures and
looks. These things are said to have often left
[Resident #17] crying and feeling confused.”
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- "Worksr #7 was very reiuctant to speak with this
worker and at one point asked If she and others
were gaing to iose thair jobs over this relationship
betwesn [Resident #17] and [LN #18], When
asked why anyone would be fired, worker #7 [sic]
stated people have been afraid to speak up for
fear of retallation by ether nurses in charge or
even management who, ‘clearly fike [LN #19].'
When asked what she meant by management,
worker #7 [sic] gave the names of {DON] and [RN
Manager)...She spoke of the relationship betwesn
[Resident #17] and [LN #19] as being wrong and
weird. She said it's been totally unprofessional
from one extreme to the other. She explained
that [LN #19] would spend hours sitting in
[Resident #17]s [sic] room with him afier her shift
was over, They'd laugh and talk about getting
married and having children together. She said
they'd do this in the common area as well as if
[LN #19] needed other pecple ta know [Resident
#17] was in love with her. She then noted how
[LN #191 wauld be totally opposite and just get
mean with [Resident #17] to the point he would
cry."

On 2/15/13 from 9:18 - 9:38 a.m,, the RN
Manager stated her staff would casually telt her
that the relationship between Resident #17 and
LN #19 was inappropriate, but no one ever came
to her directly with " grave concems. "

On 2114713 from 4:10 - 4:56 p.m,, the DON stated
talked with LN #19 before and told her if she
neaded heip redirecting Resident #17, to let her
know.

On 21413 from 4:10 - 4:56 p.m,, the
Administrator stated she was unaware of the
allegation against LN #19 until the statement
writtan by CNA #8 was placed on her desk an
8/15/12. ‘
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c. The Report of Investigation did not document
how Resident #17 was protected from ongoing
abuse. Additionally, during the course of the
survey, staff were interviewed about LN #19 with
the following results:

- Employee #14 stated LN #19's family member
was a resident at the facility and LN #18 siil
visited him. She said that when LN #19 visited,
Resident #17 tried and got very upset. Employee
#14 requested that arrangements be mads for LN
#19 to visit her family member in a private area,
kut nothing was done with her request.

- Employee #20 stated at one point, Resident #17
was put on suicide watch due to the inferactions
with LN #19. She stated since LN #19's
employment ended, LN #19 had been back to the
facility fo visit her family member and sontinued
0 tease Resident #17 in 2 sexual nature.
Employea #20 said she raported multipls times o
the DON that LN #19 was responsible for the
inappropriate relationship, but nothing was done.
- Employee #13 stated LN #19 had vislted the
facility to visit her family member one or two times
since her emplayment with the facility ended, and
the visits upset Resident #17.

- LSW #1 stated during an interview on 2/14/13
from 6:15 ~ 6:40 p.m., he had not withessed
firsthand LN #19 ' s post-employment visits, but
had received reports that Resident #17 was upset
for quite some time after LN #19 visited the
facility. LSW #1 stated LN #19 should hava
guidelines or supervisian in place to visit, but as
far as he knew, she did not.

- LSV #2 was interviewed an 2415413 from 239 -
10:567 a.m. LSW#2 stated she had heard that
Resident #17 was tearful during LN #19's
continued visits {o the facility. LSW #2 stated
when LN #19 was niof visiting; Resident #17 was
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in gocd spirits. LSW #2 stated she was unaware .
of any guidelines for LN #19 to make
arangaments to visit the facllity and stated she
hersalf, did not have any responsibilities if LN #19
visited {such as notifying the Administrator,
escorting LN #19, etc.).

- The RN Manager stated, during an interview on
2/15/13 from 9:18 - 9:38 a.m., her staff would
casually tell her that the relationship betwaen
Resident #17 and LN #19 was inappropriate, but
no one ever came to her directly with " grave
concarns. "

- The Administrator stated, during an interview on
2114113 from 4:10 - 456 p.m., in the past sha
heard staff occasionally say, " [Resident #17]' s
going to see [LN #19], * however, she was
unaware of the extent of the situation untit the
Report of Investigation was completed in August
2012. Further, the Administrator said she was
responsible for placing employess on
administrative leave through communication with
Human Resources and alfowing LN #18 to
continue working during the course of the
invastigation was her decision. Ths Administrator
failed to protect Resident #17 from pngoing
abuse. Upon conclusion of the investigation, the
Administrator terminated LN #19 on 9/6/12.

d. The Report of Investigation documented the
investigation was not initlated untit 872112, No
explanation for the ime delay between the 8/5/12
incident until the initiation of the investigation
could be found.

e. The Report of Investigation did not include
documentation that Resident #17, the DON and
the RN Manager were interviewed.

f. The allegation of abuse by LN #19 was not
reported to the Bureau of Facility Standards in
informational Letter #2005-1,
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g. The Report of Investigafion did not include
evidence that corrective action was taken with all
employees including management staff who were
aware of LN#19's ongoing abuse to Resident
#17.

Finally, employees of the facility including
management staff (who were aware of LN#19's
ongoing abusae to Resident #17 during her
employment} were also aware of LN #19's current
cantact with Resident #17 during her visits. The
survey team read, and provided in writing, the
following statement on 2/15/13 at 8:45 a.m.;

" During an Idaha State recertification survey,
initiated 2/11/13 a deficient practice was identified
at 483.13(c)(2), 483.13(c){3), 483.13(c)(4)
483.13(c). This failed practice resultad in serious
harm constituting immediate jeopardy. The Idaho
State survey team determined the facility failed to
protect a resident from further abuse when they
allowed a facllity staff member, who was
terminated for the abuse, enter the facility without
structured guidelines and/or supervision. The
staff member was allowed to visit a family
member and former co-workers without
protecting the resident from abuse.

[n addition, the facility failed to investigate,
thoroughly and imrediatgly, ail allegatfons of

| abuse, protect the resident during the

investigation, and report the allegation and the
investigation to the appropriate agencies as
required.

These failed practices were brought to the
attention of the facility Administratar and Director
of Nursing on 2/15/13 at 0845. The facility was
provided specific details of these failures.

Idaho State Veteran ' 5 Hame - Lawiston should
begin immediate removal of the risk o individuals
and immediately implement corrective maasuras
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to prevent repeat jeopardy situations. "

The document was signed by the survey team, i
the Administrator, and the DON. |
NOTE: An acceptable Plan of Correction was :
submitted on 2/15/13 at 2:16 p.m. and the
immediate jeopardy was abated.

2. The facility's Administrator was asked for the
policy related to abuse and neglect on 2/14/13 at
approximately 11:20 am. On 21413 at 2:00
p,'m., the facility's Administrator provided the
survey team with a documenied titled Resident
Abuse/Meglect. When asked during a telephone
interview on 2/18/13 at approximateiy 3:00 p.m.,
the Administrator stated the Resident
Abuse/Neglect policy was put In place sometime
in Novemnber 2011,

The policy was reviewed and was not sufficient to
ensure residents were not subjected to
mistreatrment, neglect, abuse, and
misappropriation of their praperty, as follows:

a, Under the sectian titled Policy/Purpose, it
stated residents had a right to be free from
corporal punishment, Corporal punishment was
not defined.

i b. Under the sectlon titled Definitions, it listed
Sexual Abuse, Physical Abuse, and Mental
Abuse. However, definitions for sexual, physical,
and mental abuse were not includad.

¢. Injuries of an unknown origin,
resident-to-resident abuse, and self-injurious
behavior were not included under the section
titied Definitions.

d. Under the section titlied Implementation, it
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stated "Any pergon who has knowledge of any act
of abuse, neglect, or misappropriation of resident
praperty shall report such information to their
immediate supervisor ...who in turn, shall
immediately report such information to the home
administrator,”

As stated, immediate intervention and protection
of the resident was not provided, Additionally, the
polity did not include information related to
immediately suspending the alleged staff and
timely netification of family members andfor legal
representatives.

e. Under the section fitled Implementation, the
policy stated "Criminal history checks shall be
completed on all staff employed at fthe facility].”

The policy did not contain information retated to
when and where criminal history checks were fo
he completad, fingerprint requiremants,
supervision requirements until criminal history
checks ware completed, and procedures fo be
taken if a criminal history check came back with
offenses that would prohibit employment.
Additionally, the policy did not inciude information
related to obtaining information from previous
employers and/or current employers.

f. Under the section fitled Implementation, it
stated "All alleged violations invelving
mistreatment, abuse or neglect wili be thoroughly
investigafed by the facility under the direction of
the Administrator and in accordance with state
|aw.”

The pelicy did not include timelines for conducting
an investigation and what was to be included In
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an invastigation {i.e., witness statements, resident
interviaw, etc.}. Additionally, there was no
information as to what fo do if the alleged staff
was the Administrator.

g. Under the section fitled Implementation, it
stated “The facility will ensure that further
potential abuse will not occur while the
investigation is in progress. Any employee under
investigation for violation of this policy shalt be
suspended from employmant ..."

The palicy did not inciude information on how the
facility would ensure potential abuse did not occur
and there were no timeframes assocliated with
suspending an employee.

h. Under the sectian titled Implementation, it
stated "The Administrator or his designee shall
report ta the state ficensing authority ..." The
policy did not inciude information on who was
responsible for reporting if the alleged staff was
the Administrator or his dasignee.

The palicy stated "These shall be reported fo the
approprate officials within the time frames
established by the Bureau of Facility Standards.”
The policy did notinclude the specific
fimeframes.

The policy stated "if a law violation has cecurred,
the reponrt of such violation shail be made
immediately ..." The policy did not include
information as was constituted a law violation.

! i. Under the section tited implementation, it
stated "hased on the results of the facllity
investigation, appropriate disciplinary action wiil
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be taken, up to and including termination of an
amployes,”

The policy did not include information related to
carrective action being taken to prevent the
reoccurrence of abuse.

I Under the section fifled Investigating and
Reporting, It stated "The Administrator of {the
facility], or the Acting Administrator in his
absenca, shall be responsible for directing the
investigation and complying with all reporting
requiremants.”

The policy did not include information as to what
to do if the alleged staff was the Administrator
and/or the Acting Administrator, Additionally,
there was no specific timeframes associated with
"complying with all reporting requirements.”

k. Under the section titled Training, it stated "The
content of this training shall include identifying
appropriate interventions in dealing with
aggressive and/or catastrophic reactions of
residents ...°

However, under the section fitled Prevention, it
stated "Careful attention will be give [sic} to all
resldents during the assessment and care
planning processes for residents who may have
spacial neads because of behaviors such as
aggressiveness, catastrophic reactions,
self-injury, nonverbal communication, or those
who require heavy or total nursing care. These
residents are to be viewed as especially
vuinerahle and deserving on ongoing profection.”

The policy did not include information related to
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training staff on residents’ special needs including
self-injury, nonverbal communication, or those
who reguire heavy or total nursing care to ensure
ongeing protection was provided.

f. Under the section litled identification, it stated
“All events which warrant reporting via tha facifity
Incident/Accident reporting system shall be
tracked so as to be able to identify suspicious
events, ocourrences, patterns or trends that may
consfitute abuse or neglect. The facility
administration shall be responsible for manitoring
this tracking system and shall datarmine when a
preponderance of the data indicates that an
Investigation is necessary."

The policy did not contain sufficiant information
related fo how often data would be analyzed to
ensure residents were protected from harm and
immediate action was taken,

m. Under the section titled Evaluation, it stated
"All suspected cases of abuse, neglect and
misapprepriation of resident property will be
investigated and reported as required by this
procedure and State Law.”

As identified above, immediate protection to the
resident wouid not be provided, there was no
information refated ta the Immediate suspensian
of alleged staff, and notification of family
members andfor legal representatives was not
included in the policy.

n. Under the section titled Evaluation, it stated
"The admimistrative or nurse charge/managar
immediately notifies ...and ...immediatsly
investigates the alleged incident.”
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The policy did not include information on what to
do ifthe alleged staff was the administrative or
nurse charge/manager.

0. Under the section titted Evaluation, it listed four
steps to be utilized to ensure a thorough
investigation was conducted. The last two steps
were as follows:

-~ "If a staff member is implicated in the incident,
ihe parson will be instructed to discuss [sic)
situation with the Administrator er the Diractor of
Nursing." As stated, it was not clear who (the
implicated staff ar the investigator} was to talk
with the Administrator or Director of Nursing.

- "Continued facility investigation may oceur, as
naedad, over the next 24-48 hours." As stated,
completing an investigation was a choice and
would not be sufficient ta ensure a thorough
investigation was completed.

Additionally, the policy did not include information
related to interviewing the resideni(s) invoived in
the incident.

3. Anincident investigation, undated,
summarized an investigation conducted from
8/13/12 - 8/15/12 regarding an allegation of
abuse on Resident #16, during a showear on
8/1/12 by LN #19 and CNA #20. Resident#16's
Resident Facesheet, undated, documented a 91
year old male whose diagnosas included
Alzheimer ' s dissase,

a. LN #19 was placed on administrative leave
8/14/12 for protection of the residenis, however,
CNA#20 was not.
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When asked during an interview on 2/18/13 fram

2:50 - 312 p.m., the Administrator stated CNA
#20 was not placed on adminisirative leave
because once statsments clarifying the aliegatlon
were received, the focus was placed on LN #18,
b. CNA #2 witnessed the shower en 8/1/12 and
reported the incident to LN #4 on 8/12/13. LN #4
then raported the incident to the Administrator on
a8/13/13. However, the Incident investigation did
not contain documentation that CNA #3 or LN #4
were refrained on the abuse policy, inciuding
immediate protection of residents or immediate
reporting.

When asked, the Adminisirator stated during an
interview on 2/19/13 from 2:50 - 3:12 p.m. she
carried a facillty phone 24 hours a day, seven
days a week to facilitate immediate reporting.
She stated she would check personnel files for
documentation of the abuse policy, however, the
facility failed to provide any additicnal
documentation.

4, Residant #10 was admittad to the facility on
6/10/09 with multiple diaghoses including
dementia and depression.

The residenf's most recent quarterly MDS
assessment, dated 10/15/12, coded:

* Understood and usuaily understands

* BIMS of 9 indicating moderately impaired
cognitive skills for daily decision making

* No signs or symptoms of delirium present

* Physical behaviorat symptoms directed loward
others occurred 1 to 3 days during the 7 day look
back period

* Verbal behavioral symptoms directed toward
others occurred 4 to 6 days during the 7 day look
back period

* Mood score for depression was zero indicating
no signs or symptoms of depression during the
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14 day look back period

Resident #10's Physician Orders for 2/2013
documented the resident received Depakote 750
milligrams by mouth 3 times a day for "1) Verbal
and physical aggression 2} iritability and angry
outbursts” and "3) Refusing cares, bathing &
treatments...”

Resident #10 ' s Plan of Care documenied the
problem, dated §M8&/09, " AlA [unknown). *
interventions included, " ...Provide opportunity for
comimunication/socialization duting each contact.
* Under the problem, " Ineffective Individual
coping, " dated 6/10/08, interventions included, *
.. 1:1, diversional aclivities ...validation,
redirection, ”

Cn 12/13/12, a Social Services Progress Notes
entry {untimed}, recorded by LSW #1,
documented, "Staff have shared info[rmation]
about {Resident #10] having had a verbal
altercation w/staff [with stalf} during dinner last
night [12/12/12]. He separately threatened
physical harm and the staff responded
inappropriately, but then walked away. ...Social
Services will speak with & remind him of not only
the consequences of his action but his
responsibility to respect staff and other residents "
A second untimed note, recorded pn 12/13/12 by
LSW #1, documented, "Spoke w/Administrator's
name] who agreed [Resident #10] has now
escalated his verbal abuse fo physical threats
[with] staff. With 2 staff having reacted as shared
their inability to contfinue] working or under this
abuse, it may be time to look at transferming
[Resident #10] to another facility. ..."

During an interview with Employes #2C (E-20),
the employes was asked about abuse, in general,
in the facility. E-20 said that sometime recently, at
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least during the last year, E-20 knew about verbal
abuse between Resident #10 and a co-worker.
E-20 stated, "He [Resident #10] wanted [staff
member] to do something. The {staff member}
staried swearing at [Resident #10] and {the staff
member] got fired."

The verbal interaction between Resident#10 and
a staff member, which took place on 12/12/12
according to LSW #1, was not brought to the
attention of the LSW or the Administrative staff
until the next day, 12/13/12. The Administrator
was notified by LSW #1 of tha alleged abuse on
1211312,
The Bureau of Facility Standards did not racord
any call to the department's hotline anc did not
record any faxed report of a completed
investigation of the incldent of alleged abuse on
12/12M12 as required in Informational Letter
#2005-1. The facility failed to report the incident
between Resident #10 and a siaff member to the
Bureau of Facility Standards as required by State
faw and federai regulations. ;
The facility failed to develop and operationallze
poticies and procedures that prohibited
mistreatrnent, neglect, and abuse of residents
and misepproprigtion of resident property.

F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 F 241 DIGNITY AND RESPECT CF INDIVIDUALITY
s8=E | INDIVIDUALITY This requirement was not met as evidenced by the
determination that the faciity failed to ensure resident's

The facility must promote care for residents ina - . L ) .
manner and in an environment that maintains or dignity when staff wiped resident's mouths with the residents

enhances each resident's dignity and respect irs clothing protectors while dining and wipad resident's mouths
full recognition of his or her individuality. with fhe blanket covering their faps. In addition siaff moved a
residents belonging without the resident's permission.

1. What corrective action(s) will be accomplished for those
This REQUIREMENT s not met as evidencad tesidents found to have been affected by the defisient

by: . ] pracfice.
Based on observation and staff interview, it was
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F 241 | Continued From page 37 F 241 | During the February 27, 2013 2:15pm All Staff meeting -
detsrmined }hef facility falled to enhance This F tag was discussed with respect o residents #18, 22,
r es‘ﬁ”is"ﬁﬁ‘;'ty W'?:‘” ?t‘a fft“;"l:.ed fes;ded”tsl 23, 24, &25 and a verhal in-service was presented on
Moutns wi e residents' ¢lo INg proweciors : ignit d ct. Al faci if d
while dining and wiped residents' rmouths with the QESI?:?N digniy a.n ; re? pe. ) ta Ci. zlly;sfa \.Mfre © ticatfd
blanket covering their laps, This was true fors 0, utlize a.ppmpn.a © cieaning matenal o E.ISS[S aresiden
random residents {(#s 18, 22, 23, 24, & 25). In with cleaning their face and to use a napkin or washcloth to
addition, staff maved a resident's belongings clean instaad of using the residents blankets or the clothing
without the resident's permission. This was true protectors.
for 1 of 8 sampled residents (#8). These failed Social Worker has met with Resident #8 on 21513 and
Pra_“"ces'had the potential to negafively affect the again on 3415113 regarding his belongings baing moved
residents’ self-esteem. Findings included: wilhout is permission. Social worker identified that
1. On 2/12113 at 7:30 am, CNA #8 was observed Re5|de.nt#8 has a lot of be!ongmgs and fikes to keep his
assisting Resident #23 to dine, The resident had belongings stacked up in his room and does ol want stef to
a clothing protector on and had a cloth napkin on rearrange his delongings. During the meeting with the
the table next to his place setting. During the resident #8 it was defermined thaf when this residents
meal, CNA#3 used the clothing protectar to wipe beiongings begin to infringa on his roommates space or
the residents mouth instead of the napkin. hecome a safely issue then staff will meet with this resident
2. On 21213 at 8:50 am, LN #14 approached :lnd b|d|enuf.y conc;m{;danii #weorllmtt}tms resident totmdanage
Resident #18 in the television area pext to the s .E ongings. ?S] env pa"‘? care was updated an
entrance to the East hallway to administer the nursing staff were in-serviced to this plan.
resident's medications. The resident had 2. How will you idenfify other residents having the potential
secretions coming from his mouth and dripping to be affected by the same deficient practice and what
anto hls chin, LN #14 took the end of the blanket corective action(s) will be taken,
that \';?5 GOmeg ”LT fe}fl(:ent;is ‘?P' ";'?ﬁd thz ) Al residents that reside in the facity have the potentiai of
secretions with the blanket and placed the end o . : : !
the blanket back on the resident. LN #14 then i;'”fa;ﬁmd bg tg's.dem"‘f”tgracgﬁm Al St
administered the medications, but did not replace S. Was verhd ym»s:erwce. 0{] i a ) a
the soiled blanket on the resident's fap. meeling about these resident dignity issues - with
retafionship {o appropriately providing facial hygiene.
3. On 24112113 at 12:45 pm, LN #15 was cbserved Addtfionatly all licensed nursing staff were in-serviced
assisting Resident #22 to dine. The resident had regarding cleaning resident faces appropriately and not
a clothing protector on and had a cloth napkin on using blankets or clothing protectors.
the table next to his place setting. During the ] . . . I "
" ices reviewed all residents resid the fcilit
meal, LN #15 used the clothing protector to wipe SO:Z' Se: g e " :SE T tshresn |ng|n:t he dacuy
the resident's mouth instead of the napkin. and determined one auler fesicen 1o have & dltered oM.
Social Services met with that resident on 3115/13, discussed
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4, On 2/12/13 at 1.00 pm, CNA#8 was observed
assisting Resident #24 1o dine. The resident had
a clothing protector on and had a cloth napkin on
the tabie next to his place setting. During the
meal, CNA #8 used the clothing protector to wipe
the resident's mouth instead of the napkin.

5. On 2/13/13 at 8:40 am, Resident #25 was
cbserved sitting in her wheslchair in the Wast
haliway near the medication cart. CNA#17 was
observed fo reach for the right hand corner of the
blanket covering the resident's right shoulder,
wiped the resident's mouth with the blankat, and
placed the comer of the soiled hlanket back on
the resident's right shouldar. CNA#17 did not
repiace the resident's blanksat.

On 2/14/13 at 5:40 pm, the Administrator and
DON were informed of the observations. The
DON shook her head, but provided no other
information or decumentation that resclved the
concetn.

6. Resident #8 was originally admitted to the
facility on 10/18/10 and re-admitted on 1/11/13,
with diagnoses including dementia and hip joint
replacement.

Resident #8's Change of Condition MDS, dated
1/17/13, coded:

«BIMS of 15, Indicating Resident #17 is
cognhitively intact

-Very iImportant to have a place to lock things and
keep them safe

-Vary important to take care of own belongings
-Reqguires supervision to limited assistance for
most ADLs

-Able to walk in room with set-up and supervision
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F 241 | Continued From page 38 F 241 {with the resident a plan for resident and staff o best organize

his belongings, this conversation was documented in the
Sacial Services notes, resident plan of care updated and
nursing staff was in-serviced.

3. What measures wilf be putin place or what systemic
change you will make 0 ensure that the deficient practice
does nof recur.

Ali nursing staff were in-serviced regarding resident dignity
and appropriate cleaning of resident faces. As well as in the
dining rooms each resident has a cloth napkin available.
Face and hand washing supplies have heen made avaiiable
in hoth dining areas for appropriate hygiene.

All nursing staff were in-serviced regarding the best way to
assist a resident with managing their personal hakngings
refer the issue fo Social Services who will meet with the
resident and develop a plan with the resident, update the
pian of care and in-service the staff to the plan.)

CQl Dining Environment has been modified to include item fo
audit residents and how thelr hygiene in the dining rcom is
complefed.

CQl Social Services has been modified to inciude items fo
audit residents and how issues regarding managing their
perscnal belongings is addressed.

The ISVH-L Medication Administration skills assessment has
been medified to include monitor for how the nurse manages
facial hygiene during the medication pass.

4. How the corrective action(s) will be monitored to ensure
the deficient practice will not recar.

The Adminisérator will moritcr the CQ! Dining Environment
and Social Services

These CQI will be done q week x 4 weeks, then q montn x 3
manths, then evary three months.

These CQI will start March 25, 2013

Starting Apdl B, 2013, the Acting DNS will evaluate 4 nurses
using the tSVH-L Medicaticn Administration Skills
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F 241! Continued From page 39

On 2/12/13 at 8:45 AM, during a Resident

i Interview on the subject of privacy, Resident #8

. stated, "There's only one thing. Whan | was at
[name of hospital] in January for my hip surgery,
someaone, and | don't know who, straightened up
and re-arranged my stuff. That makes it hard
because my shori-term memory doesn't wark,
and now | can't find anything, They won't let me
kesp my books and magazines in bags on the
floor, and ] understand that, It's a fire hazard, But
if [ could have seen where they were putting stuff,
it would have helped me later. | want o do things
for myself." Resident #8 then escortad the
surveyor io his rcom, and pointed out areas
where he had things stored, and where they had
been moved while he was in the hospital. He
stated, "l stil can't remember where everything is
now."

On 2/13/13 at 1:3D PM, the DON and
Administrator were asked about Rasident #8's
belongings. The Administrator stated the facility
discarded several food ifems while the resident
was in the hospital, then took the opportunity to
re-arrange his things. The Administrator stated
this was not done to annoy the resident, but fo
straighten his belongings. The Administrator was
asked if there was a reason this was not dons
whife the resident was present, with his input and
permission. The Adminisirator stated, "l guess we
didn't think of doing it that way."

No further information was offered to resoive this
concern.

F 280 | 483.20¢d}(3), 4B3.1C(k)(2) RIGHT TO

§5=0 | PARTICIPATE PLANNING CARE-REVISE CP

The residant has the right, unless adjudged

F 241

F 28C

CAREPLAN

|

Assessment per week x 4 weeks, then 4 nurses every other
week x 2, then 4 nurses per month x 1, then 4 nurses will be
evaluated quarterly. If areas of poor nursing practice are
identifieg then that nurse will receive individual in-service
training based on need and re-evaluated.

5. Date Corrective action will be compiefed: Apnl 15, 2013

F 280 RIGHT TO PARTICIPATE PLANNING CARE- REVISE

This requirement was not mef as evidenced by the
determination thal the faciity failed to ensure a
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incompetent or otherwise found to be
incapacitated under the faws of the State, to
participate in planning care and treatment or
changes in care and {reatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; preparad by an
interdisciplinary team, that includes the attending
physician, & registered nurse with responsibility
for the rasident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legat representative; and periodically reviewed
and revised by a team of qualified persons after
&ach assessment

This REQUIREMENT is nol met as evidenced
by

Based on observation, record review, and staff
interviews it was determined the facility failed to
ensure a comprehensive care pian was revised
after each assessment for 1 of 9 residents
(Resident #9) whose care plan and assessments
were reviewed. This resulted in a resident
continuing to wear a Wander Guard bracelet after
it was determined it was not necessary. The
findings include:

1. Resident #9 was an 88 year old male
diagnosed with dementia. He was admitted fo
the facility on 2/8/11.

During the initial tour on 2/11/13 starting at 1:45

F 2B0 | comprehensive care plan was revised after each assessment
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F 280 | Continued From page 40

for 1 of 9 residents (#9) whose care plan and assessments
were reviewed. This resulted in a resident continuing to wear
a Wander Guard bracelet after f was determined it was not
necessary.

1. What corrective action(s) wiil be accomplished for these
residents found to have been affected by the deficient
practice.

Resident #9 has had the Wander Guard bracelet removed
and his plan of care has been updated.

2. How will you identify other residents having the potential
to be affected by the same deficient practice and what
comrective acfion{s) wil be taken.

All residents who reside in the faciily and wear a Wander
Guard bracelet have the potential fo be affected by this
deficient practice.

All residents who curmently wear a Wander Guard bracelet
were idenfified; each resident was reviewed and placed on
72 hours of alert charting 1o aid in the evaluation for need of
the Wander Guard. Those residen’s who were determined
fo no longer raquire a Wander Guard bracelet had the
bracelet removed and thef plan of care updated.

3. What measures wil bz put in place or what systemic
change you will make fo ensure that the deficient practice
dees not recur.

A cureent list of residents who wear a Wander Guard
Bracelet has been posied af the Nurses Staticn

Social Services will evaluate residents who utilize a wander
guard bracelet for wandering on a monthly basis. i Sociat
Servicas identifies that a resident doss not have any
documentation to support the need for 2 Wander Guard
bracelet, then that resident wilf be placed on Alert Charting
for 72 hours. After the 72 hours of documentation is
complete then the resident will then be re-evaluated for the
need to discontinue the Wander Guard device.
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F 280 | Continued From page 41 F 280 [itis determined that the resident does not require the
p.m., an alarm was heard by the surveyor. When Wander Guard device then the bracelet will be removed from
asked about the alarm, the RN Manager who was the resident and the residant's plan of care will be updated,
present, stated it was a loiter alam. The RN CQl Social Services has been medified to include monthty
Manage_r stated alan:ns were on all exit doors and monitoring of the Wander Guard residents.
was activated by residents who wore Wander . ) , .
Guard bracelets who were in close proximity of 4. Howllhe correc'twe s.actson(s) will be menitored to ensure
the exits. VWhen asked, the RN Managar stated the deficient practice will not recur.
she was not sure who wore bracelets but could The Administrator will monitor the CQI Sacial Services
firid out, This CQI wilt be done q week x 4 weeks, then g month x 3
menths, then every three months.
The survey team recsived a document, titied The CQ will start March 25, 2013
5‘:2‘%‘2‘:: F::’éhni :ﬁi’};ﬁ;ﬂiﬁ@Rﬁeﬁﬂf 5. Date Cormective acton wi be completed: Apri 15, 2013
Guard bracelet.
Residant #9's Plan of Care, dated 12/12/12,
staled "Wanderguard [sic] in place d/t [Resident
#9's] fendancy [sic] to wander, exit seeking at
times.”
However, Resident #9's quarterly MDS, dated
9/24/12, and his annual MDS, dated 12/10/12,
documented he did not exhibit wandering
behavior (E0B00 was coded zero),
When asked about the discrepancy betwesn
Resident #9's MDS data and his Plan of Care, the
Administrator stated during a telephone interview
on 2118713 at 2:50 p.m., Resident #9 did not need
a Wander Guard, The Administrator stated
Resident #9's Plan of Care was not accurate and
it should have been revisad.
The facility failed to ensure Resident #9's Plan of
Care was revised when it was determined he did
not need a Wander Guard bracelet.
F 281 483.20(k){3)(i) SERVICES PROVIDED MEET F 281 F 281 SERVICES PROVIDED MEET PROFESSIONAL
s5=c | PROFESSIONAL STANDARDS STANDARDS
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F 281 | Continued From page 42 F 281 This requirement was not met as evidenced by the
determination that the facility failed to
The services provided or arranged by the facllity A. Have resident #21 rinse her mouth with water and spit
must meet professional standards of quality. out the water after inhatation of a steroid medication. This
) failed practice had the potential to resuftin oral fungal
This REGUIREMENT is not met as evidenced fecton. N
by: B. Signed medication as administered before the
Based on observation, Interview, record review medications were administered fo resident #18. This falled
and review of the facility's Nursing Procedure practice had the potential to result in the medication errors
Manual, it was determined the facility; C. Left medications unlacked and unattended. This failed
1. Failad to have Resident #21 rinse her mouth practice had the potential for residents and /o visitors to
with water and sp it ?Ut the w atgr after ln!walailon access medications that ware not prescribed for them,
of a steroid medlcat!op. This failed practica had 1. What corrective action(s} will be accomplished for those
the potential to result in oral fungal infections. B .
2. Signed medication as administered before the residents found to have been affected by the deficient
medications were adminjstered fo Resident #18. practice.
This failed practice had the potential to result in A. The facility put into place a procedure for
medication errors. Administrafion of Metered Dose Inhalers on 2/13A13.
giisﬁ? ""i‘f:ﬂﬁ;’r;:tf:;ci’::ec’m‘;‘e’;?c:’t‘;:zﬁi o B. The licensed nursing staff has been in-serviced
a e o
on the i':L)np of%‘nedication cgrts, a medication cart on how o propt.n.r-ly adlmmlsier a.nd docum.en?
and a treatment cart, which were able to be administration of resident medicaficn.
locked, were left unlocked, This falled practice C. The licensed nursing staff has been in-serviced
had the pofential for residents and/or visitors fo on securing resident medication.
access medications that were not presctibed for 2. How will you identify other residents having the potential
them. to be affected by the same deficient practica and what
{ Findings included: corrective action{s) will be taken,
1. Nursing 2013 Drug Handbook, 33rd Edition, All residents that resllde in ihel facility are at risk for being
2013, stated on page 185 conceming the afiected by the dgﬁcuant Pracnce.
medication QVAR (beclomethasone...inhalation), A The facilty put intc place a procedure for
" .Advise patient to prevent oral fungal infections Administration of Metered Dose Inhalers on 2/13/13.
by gargling or rinsing his mouth with water affer B. The licensed nursing staff has been in-serviced
each use. Caution him not to swallow the water." on how o properly administer and document
» administration of resident medication.
On 2/13/13 at 8:50 am, the Administrator stated C. The iicensed nursing staff has been in-serviced
the facility did not have a policy/procedure for ) ) .
administering drugs by inhalation. She handed on securing resident medication.
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F 281 | Continued From page 43

the survey feam a policy called, “"Administration of
Metered Dose Inhalers," dated 2/13/13, which
she described as a "new” policy. The policy
documented, "...10. When using a steroid MDI
[metered dosa inhaler]...instruct resident to gargle
or rinse their mouth with water and spit to help
inhibit fungal growth. Caution resident not to
swallow the water."

On 2/12/13, LN #15 was observed to administer
QVAR, 1 puff from an inhaler at 2:48 am and a
sacond puff at 9:52 am to Resident #21. LN #15
did not have the resident rinse her mouth with
water and spit out the water.

On 2/14/13 at 10:10 am, LN #15 was inferviewed
regarding the above observation. He stated he
did not have the resideni rinse her mouth and
spit. He said he read the new policy regarding this
ISSUE.

Pharmacist #12 was asked about the inhater
issue. He said that he has not had any inservices
on administration of inhalers, but will offer some
instructions in the future.

2. Informational Letter #97-3, dated April 18,
1997 The Madication Distribution Technique
Claritication To Informational Letter, 96-14, from
the Bureau of Facility Standeards, stated, "The
Issue arose when the Board of Nursing received
information that long term care facility staff were
sighing medications as given at the time of the
medication preparation, not after the resident
actually received the medication. ...the Boand's
expectation, and the accepted standard of
practice, is that licensed nurses document those
{hings they have done, not what they intend to

F 281 (3. What measures will be put in place or what systemic

change you will make to ensure that the deficient practice
does not recur.

Medication Admnistration and Medication Orders procedure
has been revised, this procedure includss the facility
procedure for Medication and Treatment Carts and that these
carts are to be kept locked when not in use; the
Adminigtration of Metered Dose inhalers (including stercid
inhaler}, as well as a new procedure for medication
administration documentation that directs the nurse fo make
a dot or small check In the box when the medication is
removed from the blister packicontainer and then the
medication is 1o be signed offfinitialed after given.

Al ficensed nursing staff will be in-servicad fc this

procedure. Additionally a more detailed in-service has been
given to all the licensed nursing staff regarding the  “dot ©
procedure, these in-services also include detaiied information
on how to properly administer a MDI.

A fiow chart for administering multiple inhaled medications
has been developed in conjunction with the pharmacist and
all nursing staff are being in-serviced to this flow chart. This
flow chart will be placed at the front of each MAR on each
medicafion cart.

Aii residents who have a prescription for MOl have been
identified and specific perimeters are being placed with these
MDI orders to ensure that the MDI is given per the proper
perimeters such as sequence of inhaiers, fime batween puffs,
and rinsing out mouth with water and spitting out the water in
the case of a steroid inhaler

All licensed nursing staff will be evaluated using the ISVH-L
Medication Administration Skills Assessment, This
assessment evaluates the nurse in multiple areas during
medication administration including but not fimited to locking
the medication cart when not in use, using the dot system
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do."

During a medication pass on 2/12/13, LN #14
prepared 9 medications for Resident #18 by
placing the medications in medicine cups. Before
he gave the medication, LN #14 signed each
medication as given by initialing the MAR for the
appropriate date and time for each of 9
medications. After the LN administered the
medication, he was asked about signing the
medications as given before he actually gave the
medication to the resident, He stated, “I know that
Imedications should not be signed before given)."

3. Potter & Perry, 7th Editicn, 2008, stated on
page 703, "Special medications rooms, portable
lacked carts...are examples of storage areas
used. Make sure that all medication are in locked
containers...or are under constant surveillance.”

a. On 2/12/13 at 8:580 am during the medication
pass observation, LN #14 prepared 9 medications
for administration. He stated he needed to check
on the whereahouts of 2 addifional medications
that were not in the medication cart and
scheduled to be administered at 9:00 am. LN #14
left the blister packages/packets containing the
monthly supply of the 9 medications on top of the
carf unlocked and unattended in the East Haliway
entrance that was easily accessible to residents,
family, visltors or other staff.

On 2712113 at 9:10 am during the madication
pass observation, LN #7 prepared 4 medications
for administration. LN #7 left the blister packages
caniaining the monthly supply of these 4
medications cn top of the West medication cart
unlocked and unattended in the hallway while she

064) D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (X5
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F 281 | Continued From page 44 F 281 | when administering medication, and proper administration of

inhaled medication. If areas of poor technique are idenfified
then that nurse will receive individuat in-service based on
need and re-evaluated.

4. How the comective action(s) will be menitored to ensure
the deficient practice will not recur.

Starting Aprit 8, 2013, the Acting DNS will evaluate 4 nurses
using the ISVH-L Medication Adminisiration Skills
Assessment per week x 4 weeks, then 4 nurses every other
week x 2, then 4 nurses per month x 1, then 4 nurses will be
evaluated quarterly. If areas of poor technique are idenfified
then that nurse will receive individual in-service training
based on need and re-evaluated.

5. Date Corrective action will be completed: April 15, 2013
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Continued From page 45

washed her hands in another room. The
medications were easily accessible to residents,
family, visitors or other staff.

On 2/14/13 at 10:45 am, LN #7 was asked about
ieaving the medications unlocked and
Unattended. She said, "I thought you [the
surveyor] were responsible for the medications.”
b. On 2/12/13 at 10:20 am, the 4 drawers in the
East medication cart were observed to be
untocked and unattended while the cart was
positioned outside a resident room accessible to
residents, visitors, family and other staif, The
drawers contained blister packages/packets of
residents’ prescription medication,
over-the-counter medication, insulin, eye drops
and inhaled medications. LN #14 was asked
about the unlocked/unattended medicafion cart.
He stated he was answetring a resident call light
and acknowledged the drawers were not locked
and the medication was "not in direct sight." He
jocked the cart.

On 2/13/13 at 10:10 am, the drawers of the East
treatment cart were observed to be unlocked and
unattendad while the cart was positioned at the
entry to the East hallway accessible to residents,
visitors, family and other staff. The cart contained
a variety of topical medications. LN #14 returned
to the cart after exiting a resident's rooem, noticed
the treatment cart was unlocked and, then,
locked the treatment cart.

On 2M13/13 at 2:15 pm untii 2:25 pm, the East
medication cart's second drawer was observed to
be open, The drawer contained resident's
prescription medications. During the fime the cart
was unlacked and unattended, 3 residents and 4
CNAs walked by the cart, At 2:25 pm, LN #15
walked by the carf, noticed the second drawer
was open, and pushed the drawer in and locked

Fa&
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F 281 | Continued From page 48 F 281 :
the cari.
On 211213 at 4:10 pm, the Administrator and :
DON were informed of all of the medication
issues. On 2/13/13 at 3:20 pm, the Administrator
and DON were informed of the unlocked v
medication and treatment cars. The DOMN stated i
the LNs had infarmed her of the unlocked carts
and unattanded madications and she provided
caunsgling to the LNs regarding these issues.
F 209 | 483,25 PRGVIDE CARE/SERVICES FOR F 309 F 309 PROVIDE CARE/SERVICES FOR HIGHEST WELL

HIGHEST WELL BEING

Each resident must receive and the facility must
provide the nacessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosacial well-being, In
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not met as evidenced
by:

Basad on a complaint recsived from the public,
observation, interview, and record review, it was
determined the facility dic not ensure residents
received interventions for pain control, bowel
care, of aspiration Issues per their plan of care
and physician's orders. This was true for 3 of 14
residents {Resident #'s 6, 9 and 14) sampled for
pain, bowel care, and aspiration issues, This
deficient practice had the potential to cause more
than minimal harm when residents did not raceive
interventions as care planned for pain conirol,
were at risk of developing fecal impaction, or
were at rlsk for aspiration pneumania. Findings
included:

BEING

This requirement was not mef as evidenced by the
determination that the facility failed to ensure residents
received inferventions for pain controf, bowal care, or
aspiration issues per their ptan of care and physician’ &
orders.

1. What corrective action{s) will be accomplished for those
residents found to have been affected by the deficient
practice.

Residents # 6, 9 and 14 were negafively impacted by this
practice.

Resident #6 was pasitioned improperly and he has a frough
attachmeni ordered for his wheelchair to aid in proper
pasitioning. The use of device also reduces the resident” s
pain. Staff have been in-servicad on proper positioning for
this resident while waiting for his positioning device to amive.
Resident #9 was not managed to ensure proper bowel i
protocols were used. The towel and tladder management |
program has been completely revised to ensure a more
effective monitoring program. Daily evaluations of residents
have shown that aif residents have been monitorad for
howei issues and properly medicaied per policy to ensure

that no resident has gone more than three days wihouta |
bowel movement or interventions initiated with documented |
results. Resident” s rights to refuse will be honored with i
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1. Resldent #6 was admitted to the facility on
9/9/2011 with diagnoses including CVA,
hemiplegia, dementia, and right shoulder frozen
with rotator cuff tear.

Resident #6's Quarterly MDS dated 1/22/43
coded:

-BIMS of 3, indicating severely impaired cognitive
skills

-No rejection of care

-Extensive assistance of 2 persons for ADLs

Resident #6's care plan, dated 1/23/13,
documented:

-Problem area: Potential for atteration in comfort
rit hx GVA right sided hemiplegia, hx of
generalizad pain, hx of right humerus fracture.
Right rotator cuff syndrome.

-Goal; [Residant #6] will seport pain less than 3/10
on a daily basis through next review.
-Approaches included:

* [Resident #6) has an arm support with
sheepskin to the right side of his wc to help him
maintain his right am in a comfortable position.
[Resident #6] prefers not to have his arm on
suppart at times.

*Provide frequent position changes

NOTE: There was no direction in Resident #6's
care plan directing staff to assist the resident to
re-position his arm. There was no documentation
ragarding education or interventions {o encourage
Resident #6 1o positien his arm fo reduce his
pain. There was no indication as to how
frequently his position should be changed, or in
what way his position should be changed to
increase his comfort.
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F 302 | Continued From page 47 F 30| proper education of the risks involved.

Resident # 14 is no fonger a resident at this facifity so no
corrective actions could be implemented on their behalf;
however the facility has identified new products to be used
as nuiritional sepplements for residents requiring nectar
thick liquids.

2. How wilt you identify other residents having the potentiaf
fo be affected by the same deficient practice and what
corrective action(s) will be taken,

All residents have the petential fo be negatively impacted by
these deficient practices. Residents with disease precess
thai nagatively impact bocy positioning wil; be assessed and
the use of PT/OT evaluation for proper body alignment and
supportive devices will be utilized as appropriate.

The implementation of the new bowel program will identify
residents that are currently not meeting our bowel care
policy and procedure. This program wifl be monitored
weekly X 4 weeks, then biweekly X 4 weeks, then monthly
thereater.

The facility has not identified liquid nutritional supplement
that meet the requirements for nectar thick liquids. The
Dietician and the Food Senvice Manager have identified
those residenis requiring nectar thick liquids and nutriticnal
suppiements and converted the resident o Ensure pudding
in an amount equal to the nutritional requirements provided
by the non-nectar thick liquids. Resideni resistance to this
practice i anticipated and we are continuing to investigate
liquid supplements that will meet the nectar thick
requirements and are additionally reguesting ST evaluations
for the safe consumption of liguid diglary supplements.

3. What measures will be put in place or what systemic
change you will make to ensure that the deficlent practice
does not reour.

Alf new admissions will be assessed for disease conditions
that would affect positioning during the Nurging
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Resident #8's Physician's Orders (recaps) for
February 2012 included:

~hydrocodone 5/325 1 tablet avery 4-6 hours as
needed for pain

-hydrocodone 5£325 2 fablets every 4-5 hours as

needed for pain

Resident #6’s MAR for February 2013
documented 2 tablets of hydrocodone 5/325
given on 20 sccasions, at least oncs daily, for

pain in the right arm or shoulder. On one of those

occasions, Resident #6 rated his pain 3/10, an
one occasion 6/10, on 2 occasions 7410, on 8

occasions 8/10, on 7 occasions 9410, and on che
occasions stated his pain was, "bad.” There were

no documentsd instances of Resident #5
receiving only one tablet of hydrocodone.

On 2/11/12 at 3:.45 PM, Resident #6 was
obsenrved o be sitting in this wheelchair on the
west side of the nurse's station. His head was
down and his eyes were closed. He had a % lap
tray attached fo the right arm of his wheelchair
with sheepskin loosely attached. He was leaning

to his right, with his right arm positioned between

the % {ap tray and his body. His right hand was
curled loosely into = fist shape and fucked under
his left arm. The sheepskin covering the % lap
tray was askew, so the portion large enough {o
cover the fray was partiafly in Resident #5's lap
and underneath his right elbow. The DON was
standing approximately 5 feet from Resident #6,
facing hirm. The DON did not offer or attempt io
reposition ihe resident.

Resident #5 was obsarved in the same position in

his wheelchair on the following occasions:
2{1213 between 7:20 and 8:25 AM

evaluation for proper positioning. Recommendafions wili be
provided tc the restorative nurse for implementation and
care planning as needed.

Bowel care program wiff be an ongoing monitor for
compliance with new howel program.

CQl Elimination has been modified fo evaluate the revised
howel program.

Following the ST evaluations liquid dietary orders will be
consistent with recommendations.  Dietician and Food
Service Manager will continue o try to identify nectar thick
supplements that the residents prefer.

4. How the corrective action{s) will be monitored to ensure
the deficient practice will not recur.

Admission wil be monitored Dy the RN Manager fo ensure
that proper evaluations, assessments and care pian
activities are implemented for proper posttioning. The Idaho
Division of Veterans Services Qi Director will do a double
check monthiy for issue idsntification.

Residents wilf have a documented BM at least every three
days or documentation to support interventions implemented
by staff and if the resident refuses interventicns then
resident ecucation of risks is documented. Continued
refusal of Bowel interventions will be communicated to the
resident’ s physician for follow up.

All residents on nectar thick fiquids will be monitored for
signs and symptoms of aspiration following the use of efther
Enstire Pudding or if appropriate consumption cf liquid
dietary supplemenis. Treatment records wifl reflect the
decumentation of no S/Sx of aspiration following
consumption of nutrition supplements.

The Administrator wifi monitor the CQ!I Elimination

This CQF* s will be dene q two weeks x 1 month, then g
menth x 3 monthe, then every three months x 6 months, then
biannually.
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2112113 between 12:50 PM and 2:05

213113 at 1:15 PM

No staff was cbserved fo approach Resident #6
to offer or assist with re-positioning his arm during
these times.

On 2/13/13 at 1:30 PM, the Administrator and
DON were asked about Resident#6's arm paih
and positioning. The DON statad repositioning
was always an expectation for this resident, and
could help alleviate his discomfort. The DON
stated there was a "short care plan® online for
staff to access to direct them as to this issue for
Resident #6. When informed of the surveyor's
aobservations, the DON stated, " have noticad
that myself over the past coupla of days.
Yesterday | offered at some point to reposition
him." The DON and Administrator stated they felt
many of Residant #5's pain behaviors, such as
grimacing, agitation, and calling out, were fo get
attention from the staif and not necessarily
indicative of pain.

0On 2/14/13 at 6:45 PM, the Administrator and
DON were informed of the surveyar's findings. On
2422113 at 4:27 PM, the facllity faxed a page from
Resident #6's Septernber 2012 care plan.
However, this information did not resoive the
concern,

2. Resident #9 was admitted to the facility on
218111 with multiple diagnoses including afrial
fibrillation, dementia, and hypertension.

Physicians order, dating back to 11/7/11
documented, fo give MOM (Milk of Magnesia) as
needed on the third day without a BM {Bowel
Movernent) and a Ducolax Suppository on the

F 302 The CQI wil start April 1, 2013

x 3 months to audit:

thickness orders.

The Health Information department will pull a report monthly
« Report of 2l diet orders and supplement orders and with
the RN Manager these will be audited to ensure {hat

supplement order is consistent with diet textura and liquid

§. Date Corrective action will be completed: April 15,2013
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fourth day if no BM.

Resident #9's 2013 Bowel and Bladder Report,
documented tha resident had a bowel movement
on 1/30/13 and then six days later on 2/5/135.

Resident #9 * s February 2013 MAR, documented
the resident received the MOM on 2/2/13 as
ardered, but did not receive the Ducolax
Suppository on 2/3/13 as orderad.

A facility Investigative Resulls page, faxed to the
Bureau of Facility Standards on 2/21/13 at 4:25
PM, documented, * Documented MOM was
given on 02/02/13, following suppository not
documented, interview with nurse in charge
revealed that she had intended on giving
suppository, however, was interrupted and forgot
to go back and give the suppositery. Nurse in
charge will be educated and counssled an this
regard. "

The information provided by the facifity did not
resolve the concern

3. In a complaing received by the Bureau of
Facility Standards on 2/11/13, the cormnplainant
documented that Resident #14 was admitted to
the facility in Novernber 2012, and then his health
began to decline because of paor care. On
121212, the resident was admitted to the hospital
with pneumonia and sapsis.

Resident #13 was admitted to ths facility on
11/2#12 with diagnoses including traumatic brain
injury (1998}, seizure disorder, spastic
quadriplegia, neurogenic bowel and bladder,
history of muitiple upper respiratory infections,
history of oral pharyngeal dysphagia with
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aspiration pneumonia, and a history of multiple
urinary tract infections.

Physician's admission orders, dated 11/2/13
includad, "Pureed with NTL [Nectar Thick
Liguids).” A 11/6/12 Physicians Order added,
"2Kal 2 oz BID (two times per day)." This was
increased to QID (four tmes per day) on
11/13H2.

The resident's 11/8/12 admission MDS
assessment coded the resident was tofally
dependent upon staff for eating/drinking,
coughedichoked during meals or when
swallowing medications and reguired textural
changes In food or liquids.

The resident's Plan of Care, dated 11/14/12,
listed the probiem, “... Risk for aspiration rt
frefated to} swallowing difficuity... " The goal for
the problem was, "[Resident #14] will tolerate diet
texture fwithout] s/sx [signs/symptoms] of
aspiration.” Approaches included:

* "Reguiar puree [diet] with NTL."

* "Require one on one [assistance] with minimal
distraction.”

A 11/6/12 Nurses Progress Notes (MN)
documented the resideni's family vaiced the
concem that the 2Kal was, "not thick enough.” An
order to discontinue {DC) the 2Kal was written on
11/6/12 and then later was marked, "Voided," The
resident's record failed to document the
circumstances of the family's voiced concern,
why the order to DG the ZKal was voided, any
assessmeant complated to evaluate the thickhess
of the 2Kal versus NTL consistency. Note: During
a telsphone interview on 3/4/13, the Acting
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Director of Nursing (ADON) stated she had
recently seen a demonstration by a speech
therapist on NTL consisiencies. The ADON stated
that ZKcal was observed to be thicker than water
but not as thick as the NTL consistency prepared
by the speech therapist.

In addition, there was no documentation in the
November 2012, NNs or the MARS/TARs that the
nurses actually thickened the 2Kal before
administaring it BiD (two times per day). The
same is true when the 2Kal order was incraased
from BID to QID { four times per day)on 11/13/12.
When increased 3 of the doses were given with
meals and the remainder by the LNs.

Qn 11/14/12 NN docimented, "Speech therapy
advised this [LN] to hold the 2Kal i increased
cough while giving 2Keal... "

Corresponding Speach Therapy notes, dated
i1/14/12, documented, "Discussed nead for truly
nectar thick liquids vs [versus) naturally hectar
thick liguids; demo [demonstration] provided
[with] staff expressing understanding of
[information] provided... discussed inappropriately
thin fluids served [with] kitchen staff, education
provided jwith] staff expressing understanding.
Kitchen to order enriched puddings vs 2Kal, ice
cream, and Boost/Ensure drinks." Note: The
resident's Care Plan was updated on 11/16/12
listing the problem of, "Severe difficuity
swallowing.” The goal documented, *To find best
food and fluid consistency.” The approach
included, "DG [discontinue] Ensure, 2 cal [sie}.. "

Based on a NN written by Resident #14's RN
Care Manager on 11/16/12, the resident began
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showing signs and symptorns of aspiration
pneumcnia on 11/16/12, NNs dated 11/16/12
documented the resident's tsmperature was 99.9
degrees and he had fine rales fo his right lung
base, The resident's physician was notified and
ordered an antibiotic to be glven STAT
(fmmediately) and then daily. The resident was to
be sent to the ER (Emergency Room) if his
ternperature went above 100.6 or if not betler by,
"tomosrow."

NNMs dated 11/17/12 through 12/2/12 documented
the resident was transferred to the ER on
11/18/12, because of supra pubic catheter issues,
The resident's respiratory conditlon stabillzed (no
increased temperaturg, no worsening lung
sounds, or respiratory/oxygen status) until
11/29/12. On 11/29/12 at 11:00 pm, the resident
was transferred 1o the ER far, "Eval & TX
fevaluation and freatment] of a temperature over
100.6, congested Jung sounds with bilateral
ratties.” The resident returnad to the facllity on
11/30/12 at 2:25 am with anfibiotic orders for
pneumania and & urinary tract infection. 11/30/12
- 12/2M12 NNs docurnented the resident's
condition did not improve and "Rapidly declined"
on 12/2/12. Resident #14 was transferred o the
hospital on 12/2/12 with, "greatly [increased]
labored breathing, low oxygen saturation lavels,
and a temperature of 102." The resident
remained in the hospital unfil 12/13/12 where
according to a haspital Discharge Summary
dated 12/13, he was treated for pnetmonia (non
specified) and urosepsis.

During an interview on 3/4/12 at 10:20 am, the
ADON was notified that there still unresolved
concerns regarding the NTL/Liquid supplement
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DEPENDENT RESIDENTS

A resident who is unable to carry out adtivities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hyglens.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, it
was determined the facility failed fo provide for
persanal hygiene (bathing) for 3 of 13 sampled
residents (#1, 3, & 12) who were unable to carry
out this activity of daily living. This faiied practice
had the potantial to rasult in poor hygiene, odors
and skin Integrity problems. Findings included:

1. Resident #3 was admitted to the faciiity on
5/30/12, and readmitted on 10/1/12, with multiple
diagneses including Parkinson's disease,
paralysis agitans, and fracture right ankle.

The resident's admission MDS assessment,
dated 10/9/12, coded:

* BIMS score of 11 indicating roderately
impaired cognitive skifls for daily decision making
* Requited physical halp of one person in part of

RESIDENTS

This requirement was not met as evidenced by the
determination that the facility failed o provide for personal
hygtene (bathing} for 3 of 13 sampled residents (#1, 3, & 12)
who were unable to carry out this activity of daily living.

1. What corractive action(s} will be accomplished for those
residenis found fo have been affected by the deficient
practice.

The facility is unable to go back and make up these
bath/showers.

2. How will you idenfify other residents having the potentiat
fo be affected by the same deficieni pracfice and what
comrective action(s) will be taken.

Al residents that reside in the facility are at nsk for being
affected by the deficient practice.

Ali nursing staff was re-educated regarding the bathing
procedure

3. What measures will be put in place or what systemic
change you will make to ensure that the deficient practice
does not recur.

The ISVH-L Bathing Procedure has been updated.

The facility has now designated 2 full time day shift and a full
time evening shift bath CNA, Monday through Friday.
Updated the faciity bath/shower scheduie to accommodate
resident preferences for a Monday through Friday
bath/shower routine.
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jssues. No further docurnentation was provided, !
On 3/5/12 at 11:46 am, the Acting Administrator,
the new ADON, the VA Director of Social Work,
and two additienal consuitants were notified of the
deficient practice. No additional information or
documantation was provided which resolved the
concern.
F 312 { 483.25(a)}{3) ADL CARE PROVIDED FOR F 312 F 312 ADL CARE PROVIDED FOR DEPENDENT
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Resident #3's Resident Plan of Care docurnented
the problem, dated &/7/12, "Self Care Deficit in
bathing..." Interventions included, "Bathe 2x [2
Himes] per bath schedule, neads one person
assist for transfer into bathing area and {o
complete bathing." NOTE: The bath schedule
was weekly,

Resident #3's Bath Type Detall Report
documented the resident had a shower on
11/16M2 and then was not bathed again until ke
had a shower documented on 12/4/12, 18 days
later.

0On 2/13/13 at 2:50 pm, the DON was interviewed
regarding the baths. She said the resident may
have refused a shower during that time and there
may be other documentation in the nurses notes
regarding refusals. She stated she would review
the record.

On 2/14/13 at 10:40 am, the DON stated the
Behavior Detail Report for 11/20/12 documented
Resident #3 had “physically resistive behaviors"
and "refused bath or shower" on 11/20/12. The
DON said there was no documentation that the
resident was offered/reproached to shower or
bathe at a different date ar time during those 18
days. She stated there was no nursing note
indicating the initial bathing refusal or subsequent
refusals. She said there was no documentation
of care planned approaches when the resident
refused to bathe.

On 2/15M3 at 1:00 pm, the Administrator and
DON were made awara of the issue. The facility
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bathing activity evening shift - Monday through Friday, the designated bath

aide for the dayfeve shift wilt utilize the “Skin and Bath
Report”  sheet and list each resident that they will bathe or
shower on their assigned shift. With the use of the Skin and
Bath Report the bath CNA wiif document thaf they did each
of the assigned bath/shower and that the bath/shower was
documented in the Care Tracker Software priot to the end of
the designated bath CNA” s assigned shift. The RN
Manager will then review the Skin and Bath Report sheet
and audit Care Tracker Software to ensure that the
bath/shower was documented.

4. How the comective action(s) will be monitored to ensure
the deficient practice will not recur.

Tc begin 3/25113, the RN Manager or her designee will
generate a ISVH-L Bath Typs Detail Report frem the Care
Tracker scitware to ensure that the assigned baths were
documented for the previous week. This will be done g
week x 4 weeks, then q 2 weeks x 4 weeks and then q
monith x 3 months.

The RN Manager will bring any issues idenfified to the DNS
and Administrator.

CQH Skin Wound Care has been modified to includs item fo
audit resident bathing and documentiafion of bathfshower,
Once the above audits have been completed this CQI will be
done bianaually.

5. Date Corrective action wil be completed: April 15, 2013
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provided no other information or documentation

that resolved the concern.

2. Regident #12 was admitted to the facility on
2/15/11 with diagnoses including Alzheimer's
Dissass.

The resident's quarterly MDS assessment, dated
9/24/12, coded:

* BIMS score of 10 indicating moderately
impaired cognitive skills for daily decision making
* Required physical help of ane person for parf of
the bathing activity.

Resident #12's Bath Type Detail Report
documented the resident had a shower on
12/5/12 and then did not bath again until she had
a shower documented on 12/15/12, 10 days later.

The facility sent a faxed document to the survey
team on 2/19M12 at 10:47 am which documented
an unsigned, undated, hand wrltten note that
read, "Rsdt [resident] acutsly iit in Nov,
[Novembear] 1 bath/wk [one bath per week].
Charting as to ref. [refusal] to get up OOB [out of
bed]. See attached.” Resident #12's Mursing
Progress Notes were faxed along with the note.
The Nursing Progress Notes were dated from
11/11/12 to 11/16/12 and provided nio informatifon
from 12/5/12 to 12/156/12 whan the resident did
not have a showsr. The facility prowided no aother
information or documentation that resolved the
concarn.

3. Resident #1 was admitted to the facility on
2/14/12 with diagnoses including dementia with
behavioral disturbance.
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The resident's mosi recent quarterly MDS
assessment, dated 1041512, coded;

* BIMS score of 15 indicating coghitively intact

* Required physical help of one person in par of
bathing aclivity

Resident #1's Plan of Care documented the
problem, dated 2/22/12, "Self Gare Deficit in
bathing..." Interventions included, "Bathe 2 x per
bath scheduls, independant with transfer into
bathing area and one person assist to complete
kathing."

Resident #1's Bath Type Detail Report
documented the resident had a shower on
12/5/12 and then was not bathed again until he
had a shower documented on 12/15/12, 10 days
later.

The resident's Compressed Behavior Report
documented the resident did not reject care
during this period of fime,

On 2/15/13 at 1:00 pm, the Administrator and
DON were informed of the ssue. The facility
provided no other information or dacumentation
that resolved the concern.

483.25() DRUG REGIMEN [S FREE FRGM
UNNECESSARY DRUGS

Each resident's drug regimett must be free from
unnecessary drugs. An unhecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse cansequences which [ndicate the dose
should be reduced or discontinued; or any

F3ai2

F 329

F 329 DRUG REGMEN IS FREE FROM UNNECESSARY
DRUGS

Each resident” s drug regimen must be free from
unnecessary drugs. Any unnecessary drug is any drug when
used is excessive dose {including duplicate therapy) or for
excessive duration, or without adequate monitoring or
without adequate indications for its use or in the presence of
adverse conseguences which indicats to dose showid be
reduced or discontinued or any combination of the reasons
above.
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combinations of the reasons above,

Based on a comprehensive assessmentof a
resident, the facility must ensure that residents
wha have nat used antipsychotic drugs are not
given these drugs uniess antipsychotic drug
therapy is necessary te treat a specific condition
as diagnosed and documented in the clinical
recerd; and residsnts whao use antipsychotic
drugs receive gradual dese reductions, and
behaviora! interventicns, unless clinically
contralndicated, in an effort to discontinue thess
drugs.

This REQUIREMENT Is not met as evidenced
by;

Based on interviaw and record review, it was
determined the facility did not ensure residents
were frae from unnecessary medications. This
was true for 1 of 10 residents {Resident #17}
sampled for drug regimen. Resideni #17 was
harmed when he expertenced behavieral
changes leading to an increase in one of his
psychotropic medications {Depakote), and the
addition of 3 more medications (Ativan,
Namaenda, and Clonipramine}. The facility did not
document a thorough investigation of the root
causes of the resident's behavioral changes. The
unnecessary use of these medications led to
adverse reactions of increased lethargy,
increased confusion, increased sleeping during
the day, and pill rofling. It was ultimately
discovered that the facility substantiatad an
allegation of abuse towards this resident on

o410 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION o
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F 329 Continuad From page 58 F 328 | Based on comprehensive assessment of a resident, the

facility must ensure that residents who have not used
antipsychotic drug therapy is necessary is necessary o freat
a specific condition as diagnosed and documented in the
clinical record and residents who use antipsychotic drugs
receive gradual dose reductions and behavioral
interventions unless clinically contraindicated in an effort to
disconfinue these drugs.

1. What comecfive action(s) will be accomplished for thase
residents found o have been affected by the deficient
pracfice.

Resident #17 was affected by this deficient practice. Based
on review of the facility” s abuse policy, review of
investigations, review of personnel files, record review, and
staff interviews, it was determined that the facility failed to
ensure all allegations of abuse, neglect andicr mistreatment
were immediately reported, residents were immediately
protected, afiegations were thoroughly investigated and
appropriate corrective action was taken..

Resident #17 medications were reduced when the LN #19
was discharged from employment at the ISVH Lewiston.
His bahaviors have continued post her discharge but have
not been document to the levels they were when LN #19
was an empioyee. LN #19 was nofified by certified maf the
conditions thaf she is allowed to visi her relafive in order to
maintain resident #17* s safety during her visits. Staff has
been educated on the procedure of ensuring resident #17 is
rot in contact with former employee, LN #19, while she is in
the building. Leadership will menitor tormer employee, LN
#19, if and when she is in the building to ensure she has no
contact with resident #17.

2. How will you identify other residents having the potential
to be affected by the same deficient practice and what
corrective action(s) wilt be taken.
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B/5112, and the staff member continued
employment at the facility until 9/6/12, Residant
#17 successfully tolerated the discontinuation of
one of these medications {Clonipramine), a
reductfon of another (Depakots), and reduced
usage of “as needed"” Ativan after the identified
employee was terminated from the facility.
Findings included:

NOTE: Please see F 225, F 226, and F 490
pertaining fo abuse and facility administration.

Resident #17 was admitted to the faciiity on
12/2/09 with diagnoses including Alzheimer's
disease and depression.

Resident #17’s Quarterly MDS dated 8/10/12
coded:

-BIMS of 8, indicating moderately impaired
cognitive skills

-No indicators of depression

-WNo behaviorat symptoms

~Extensive assistance of 1 person for transfers
and ADL's

-Able {o propel his whaelchair independantly

Resident #17's Quarterly MDS dafed 12/3/12
coded:

-BIMS of 10, indicating moderately impaired
cognitive skills

-No indicators of depression

-No behavioral symptoms

~Extanslve assistance of 1 person required for
transfers and most ADL's

-Able to propet his wheelchalr independently

Resident #17's 8/1/12 Physician's Orders
(recaps) included;

F 329 All residents have the potential to be negatively impacted by

this deficient practice. As a result, Reasonable Suspicion of
a Crime Policy has been reviewed and revised fo ensure
consistency with Administrative Policy, Staie, and Federal
Reguiations. All of the staff were in-serviced regarding the
deficient practice on February 28, 2013 and March 20, 2013
via multiple all staff meetings. Nursing staff received
addifional in-services on March 6, 7 & 8, 2013 and through
silent in-services.  All new allegations of abuse, neglect or
mistreatment have been reporled to State survey and
cerfification agency. Altindividuals involved in the abuse
allegation have been placed on administrative feave pending
the outcome of the investigations. Results of the
investigation have been reported fo the State survey and
certification agency.

The Director of Social Services from Boise has conducted
resident interviews of approximately 50% of the residents to
identify concems of abuse, negiect or mistrealment. No new
issues were identified during this process.

All residents will have their behaviors menitored and
behavioral management pians will be developad by social
services staff and educated fo ensure that behaviors are
documented to identify iriggers so that non-pharmaceutical
interventions can be implemenied.

3. What measures will be put in place or what systemic
change you will make to ensure that the deficient practice
does not recur,

All staff has been in-serviced regarding the updated policy
and the behavioral expectaticns of reporling any alleged
abuse, neglect or mistreatment of residents. Leadership has
been transitioned {o an interim staff to ensure the appropriate
identification and investigation of alleged complaints of
abuse, neglect or mistreaiment. Future leadership wilt be
extensively in-serviced regarding the behavicral expectations
for reporling abuse allzgations 1o alt the appropriate
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~Celexa 40 mg daily for depression
-Depakote 125 mg twice daily
-Buspar § mg twice daily for agitation

Resident #17's MD prograss note dated 8/15/12
documentsd, "His dementia is warsening and
now having behaviors, These behaviors pertain to
an inappropriate fixation on ane of our nurses.
have attempted to handle this non-medicinally
with re-direction, verbal cuing, etc., however this
has been fruitless and we've had to bef the
psychiatric staif involved...[RN Manager] is
involved and wa have already outiined her
concerns.”

Medication changes from August through October
2012 inciuded:

8/15M2:

-Depakote 125 mg twice daily discontinued,
Depakote 250 mg three times daily started.
{NOTE: This increased Rasident #17's {otal daily
dose from 250 mg per day to 750 mg per day.)
-Buspar discontinued

~New order for lorazepam 0.5 mg every 4 hours
as needed.

~MNew order for Namenda 5 mg twice daily for 4
weeks, then increase to 10 mg twice per day
8/29/12:

-New order for Clonipramine 25 mg daily for 7
days, then increase o 50 mg daily

10/10/12:

-Clonipramine discontinued

11612

-Depakote 2506 my TID discontinued, with the
dosage reduced fo 125 mg TID

Resident #17's MAR for August 2012
documeanted lorazepam administered on 8/25/12

requirements are met. Any identified failures o report abuse
according te policy will be address as a pertormance issue
with staff. Residents with behavioral concerns will have 2
behavior management plan and silent in-services will be
used to reeducate the staff on behavior modification
techniques. Staff has been in-serviced to the updated
behavioral management plans for effective implementation.
Social Service has had their pelicy manual extensively
revised to address the current practice and expected
professional practice. They will be extensively involved in
developing the behavior management plans that determine
the triggers for behaviors and effective diversionary actions
will identified. Social Services will be documenting these
non-phamaceutical inferventions in the residenis care plan.
4. How the corrective action(s} will be monitored to ensure
the deficient practice wit not recur.

The interventions and in-servicing by the interim staff have
created an envirenment in which abuse allegations are
reporied by all staf. Future leadership staff will be
extensively in-serviced to ensure undarstanding of the policy
and all behavioral expectations included in the policy. Idaho
Division of Veterans Services staff will monitor this process
on a monthly basis for the next 12 months through review of
the reporied polices, staff interviews, review of
documentation fo ensuze policies are followed and abuse
allegations are reported. Residents behaviors and
interventions will be monitored at the psychotropic
medication management meetings and behavioral triggers
wil! be a key elements for aff residenis monitored in through
this process. This will be an ongoing process.

5. Date Corrective action will be completed: Aprif 15,2013
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Continued From page 61

at 9:00 AM and 8/27/12 at 8:20 AM. Lorazepam
was not documesnted as given in September or
October 2012,

Resident #17's Nursing Progress Notes (PNs)
documented:

-B/8{12 at 8:00 AM. "Resident follows LN [LN
initiais} around and is asked to leave politely but
refuses...PRN Buspar given fwith na] noticeable
results.”

-812/12 at 2:20 PM. [NOTE: The following entry
was made by the staff member later discovered
to have been abusing this resident.] "Puring lunch
rsdt [resident] was whistling to get this writers
attention. When | finally looked redt flips this
writer off and procesds to make measuraments
[with] his hands referring to the slze of his
penis...Rsdt wheeled from dining room {and]
immediately returns...wanting to speak to this
LN...rsdt continues ta resist leaving dining
room...follows this writer. CNA tried to redirect
rsdt from this LN, rsdi resisted, cursing and
calling CNA names {and) proceeded {0 ram her
fwith] his w/c until she moved. This LN asked rsdt
to go, he was baing inappropriate [and] that he
couldn't aftack staff. Rsdt finally went to his
oom.”

-8/16/12 at 10:50 PM. "Started on Increased
Depakote as ordered...”

~B17442 at 3:30 PM. "[Increased] Depakote and
Namenda continue...Has been roted fo be
sleeping more today. Frequently falling asleep
sitting the day area in w/c, [Al] times
mumblingftalking in sleep.”

-8/25M12 at 1:15 PM. [NOTE: The following entry
was made by the staff member later discovered
to have been abusing this resident.] "Rsdt cont o

F 329
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follow this LN, wanting te ask '1 question.' When
redirected activities explained that LN was
busy...rsdt back on north haliway. When CNA
attempting to re-direct radt, radt threaiening fo
stand up [and] hurt CNA [and] threw a cup of
[water] onto CNA.."

-8/25/12 at 3:35 PM. "RN reports resident
aggressive with] agitation Jand] anger [withj
swinging [at] CNA [and)] also cursing...continues
10 be aggressive toward RN...Ativan given X 1
[and] resident fell asleep for approx 2 hrs.”
[NOTE: The RN referred {o in the above entry is
the staff member later discovered to have abused
this resident.]

-B8I27712 at 7:00 AM. "...Staring at nurse or
looking in at her. [LM name] states she's been
talking to him [and} requested he be whesled
away. Attemptad to move or whael rsdt away
[and] rsdt refused to put feet down... PRN Ativan
given to try to alleviate situation.”

[NOTE; On both occasions Resident #17
received Afivan, he was either in the presenca of
the staff member later found o have abused him,
of had been documeanted to have heen in her
presence, with agitation present, within the past 2
1/2 hours.]

Resident #17"s PNs confinued:

-9/1/12 atf 11:.00 PM. "[No] behavior problems...”
-8/2/12 at 3:30 PM. “Happy fand] pleasant...”
-Bf21/12 at 2:30 PM. "Does sleep often
throughout the day. {Increased} STML Jshork-ferm
memary loss] this AM..."

-10/8#12 at 2:40 PM. "Res[ident] with [increased)
lethargy this shift. Res steeping in wc with hands
curling in [af] the wtists...res cogwheeling. Res
{with increased)] confusion grasping [at] things
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[and] pill rolling while sleepling...”

-10/9/12 at 2:15 PM. "Res slept 5 [hours} this
shift. While sleeping res reaching out jwith] hands
'pill rolling' fingers, posturing hands...slightly
confused when woke..."

-10/10/12, time illegible. "N.O. [new order] d/c
Clomipraming.”

-10/10/12 at 1:50 PM. "Held Depakote X 2 [twice]
this shifl, Res slept 2 fhours] this shiff..."

On 2/14#13 at 12:40 PM, the suirveyor asked to
see facility abuse investigation files as part of the
standard abuse task. LSW#1 provided an
investigatfon which documented LN #138 abused
Resident #17, with an onset date of 8/5/12. LN
#19 continued employment at the facility until
8/6/12, with her last date of contact with Resident
#17 as B/27/12. LSW##1 was asked for any
additiona information regarding the reporting and
investigation of this information, including a facility
incident report. LSW #1 staled thera was no
additional information beyond what was already
provided.

On 2/15/13 at 9:07 AM, LN #10 was interviewed
regarding Resident #17's medication changes.
LN#10 stated the facility had requested the
physician order a medication review becausa
Resident #17 had an infatuation with a nurse and
became upset if that nurse did not work with him.

On 2/15/13 at 1:15 PM, Resident #17's physician
was interviewad regarding medication changes
for this resident in light of the abuse avent. The
MD stated the medications were added per
request of facility nursing staff, most likely LN #10
or the RN Managsr. The MD stated he was
informed that Resident #17 had "sexual

F 329
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behaviors” towards a LN #19, but had not besn
informed of the LN's bahaviors towards tha
resident. The MD stated he had been informed
LN #19 and Resident #17 would be kept separate
form one another. The MD stated he would
normally be informed of such things through a
facility incldent report, althaugh he did not see an
indictment report of abuse in this case. The MD
reported the resident had no other behaviors
contributing to the increase or addition of
medicatiens. The MD stated Resident #17 has
‘not had any behavioral symptoms since the time
LN #19 left the facility,
On 2/18/13 at 2:10 PM, the Administrator and
DON were informed of these findings. The facifity
offered no further information.
F 332 | 483.25(m)(1) FREE CF MEDICATION ERROR F 332| F 332 FREE OF MECICATION ERROR RATES OF 5% OR

&5=0 ;| RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater,

This REQUIREMENT is not met as evidenced
by:

: Based on observation, interview and record
review, it was determined the facility failed to
ensure i did noi have a medication error rate
greater than 5%. This was true for 3 of 41
medications (7.3%}) which affected 3 of 5
residents (#s 18, 18, &21) during medication pass
observations.

Specifically, potassium chloride extended release
tablet was crushed and administered to Resident
#18, bronchodilator and steroid inhalations were

MORE

This requirement was rot met as evidenced by the
defermination that the facility faiied to ensure it did not have
a medication eror rate greater than 5%. This was true for 3
of 41 medications {7.3%) which affacted 3 of 5 residents
(#18, 19, & 21) during medication pass obsarvations.

1. What corrective action{s) will be accomplished for those
residents found to have been affected by the deficient
practice.

The facifity is unatle to go back and correct the deficient
practice that was observed.

2. How will you identify other residents having the petential
to be affected by the same deficient pracfice and what
corrective action(s) wilt be taken,

All residents that reside in ihe facilily are af risk for being
affected by the deficient pracice.

At Licansed nursing staff have been in-serviced on
medication administration - specifically including how to
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F 332 | Continued From page 65 F 332| identify medications that should not be crushed, proper ;
administered incorrectly o Resident #21, and sequence of MDI. E
omeprazole was administered with food instead On 2/14/13 the ISVH-L Pharmacy stated that they will begin
of befnre meals to Ressqent #19, These failed putting “do not crush” abels on blster packages when
practices had the potential to reducs the appronriate
therapeutic benefits of the medications. (Refer to Tpp lp - H | )

F333 as these errors constituted significant he ISVH nursing alnd ealth Inormation Management
medication etrors). Findings included: departments met with the iISVH-L pharmacist and Medical
Director and i was determined for medication such as PP
1. Resident #18 was admitted to the facility on {e.q. Prilosec) that the administration time for these
2/11/13 with diagnoses including hypertension medications will be set to accommodate an empty siomach
and cerebral arfery occlusion with infarct, as per manuf, quideines.
During & medication pass observation on 2/ ?“3 3. What measures will be put in place or what systemic
at 8;50 am, LN #14 was cbsarved administsring h i mak that the deficient praci
KCI 20 meq ER (potassium chloride 20 change you will make to ensure that the deficient practice
millzquivelants, extended release) to Residant does not recur.
#18 as ordered by the physician, LN #14 removad Medication Administration and Medication Orders procedure
the KCI tablet from the blister package, labeled as has been revised, this procedure inciudes the facility
abovs, placed the tablet in a medicine cup with procedure for the Adminisiration of Metered Dose
_Othﬁr medica(tjtons, ?r,USheddaﬁ of thz.mefiicatltons inhalers - including MDI sequence. All icensed nursing
nt & Gup an administered the medications to staff hiave been in-gerviced fo this procedure. Additionally a
Resident #1B. - . . .
more detailed in-service has been given to all the licensed
Potier and Perry, 7th Edition, 2008, state on page nursing staff regarding how o property administer a MDI.
708 in the Safety Alert, "Nurses cannot crush all A flow chart for administering multiple inhaled medications
medications. Some medicafions, such as has been developed in conjunction with the pharmacist and
time-released or extended-release capsules, all nursing staff have been in-senviced to this fiow chart. This
Pave ;p‘eCiaEgzoatén%stto prgv?(?t:he medication flow chart wil be placed at the front of each MAR on each
tom being absorbed too quickly. medication cart
2. During the medication pass observation on All residents who hgve a prescription for MD! have been
2012/13 at approximately 9:48 to 9;52 am, LN #15 identified and specific perimeters are being placed with these
was observed administering the inhaled steroid MDI orders on the MAR o ensure that the MD1 is given per
medication QVAR, 8C milligrams (mg}, 2 puffs ihe proper perimeters such as sequence of inhalers, time
and the inhalzd bronchodilator, Spirtya, 18 mg fo between puffs, and rinsing out mouth with water and spitfing
Resident #21 as ordered by the physician. out the water in the case of a steroid inhaler.
LN #15 handed Resident #21 the QVAR first at AE"Sf gfmidiiamnsfmat Sh"ﬂ‘;”OTt be arusned has been
approximately 9:48 am and instructed the ptaced at the front of every MAR. The facility pharmacist will
check this fist monthty and update as needed.
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resident to take one puff, LN #15 waited
approximately 2 minutes and handed the resident
tha Spiriva inhaled medication. The resident
inhaled that medication. LN #15 waited
approximately 2 minutes and handed the resident
the QVAR inhaler again and instructed the
resident to take another puff.

Perry & Potter, Tth Edition, 2010, in Clinical
Nursing Skills & Technigues, documented on
page 558, “..Drugs must be inhaled sequentially.
If bronchodiiators are adminisfered with inhaled
steroids, the bronchpdilators should be given first
in order to dilate the airway passages for the
second medication.”

3. Resident #19's Physicians Orders for 2/2013
documented, "Omeprazoie 20 mg, 1 FO Q day {20
milligrams, 1 dose by mouth svery dayl.” Cn
2112113 at 9:05 am, LN #7 was observed
administering omeprazole 20 mg by mouth {o
Resident #19 after the breakfast meal,

S&C: 13-02-NH, Nursing Homes - Clarification of
Guidanca related to Medication Errors and
Pharmacy Setvices documented on page 3,
under the title Proton Pump Inhibitors (PPI},
"...The facility must have policies that address the
fiming for madigations that are required fo be
administered with regard fo fool intake {for
example, with food or on an empty stomach).
PPIs such as ...omeprazole (Prilosec), are
routinely used in nursing home settings. For
optimal therapeutic henefit, most PPls should be
administered on an empty stomach, ideally 30-60
minutes before meals. The rationale is that in
order for the medication fo provide the maximum
benefit it needs to be present in the system

F 332 The facifty pharmacist and pharmacy staff have begun

X3 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION s
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F 332 | Continued From page 66

labeling medications that should nat be crushed with “Do
Not Crush” labels and as of 3/21/13 they will have affixed
these “Do Not Crush” labels fo ali appropriate
medications currertly in use on the medication carts.

All residents in the faciiity that take Prilosec or other PP}
medication that should be taken on an emply siomach have
been identified and in consultation with their aftending
physician these medication fimes have been adjusted so that
the administration can be given on an empty stomach, Al
future PPI medication orders will be scheduled o be
administered prior fo meals.

All icensed nursing sfaff will be evalualed using the ISVH-L
Medication Administration Skills Assessment. This
assessment evaluates the nurse in multiple areas during
medication administration including but not limited fo locking
the medication carl when not in use, using the dot system
when administering medication, administering medications at
proper time, appropriate crushing of medication, and proper
administration of inhaled medication. !f areas of poor
technigue are identified then that nurse wift receive individual
in-servica hased on need and re-evaluated.

The CQI Pharmacy Services has been modified 1o include
item tc audit that the medications that should not be crushed
sheet is present in each MAR and updated monthly by tha
pharmacist and do not crush labels are being placed on
appropriate resident  ‘blister package” medication by
phamacy.

4. How the comective action{s) wilt be monitcred o ensure
the deficient practice will not recur,

The Health Information depariment will puff a report monthly
x 3 months to audit:

- PPi's are scheduled for proper administration times and

- MD! orders include proper sequence instructions as per
flow shest

FORM CMS-2567(02.59) Provious Versions Obsolete
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The facility must ensure that residents are free of
any significant medication erors.

This REQUIREMENT is not met as evidenced
by:

Based on observation, siaff interview, record
review and raview of the facifity ' s Nursing
Procedure Manual, it was determined the facility
failed to ensure there were no significant
medication errors. This was true during
medication pass observations of 3 of 3 LNs who
either crushed an extended release tablet and
administered the medication to Resident #18,
gave Resident #21 inhaled steroid medication
before administering the inhaled bronchodilator,
and/or administered a proton pump inhibitor {o
Resident #19 after breakfast, These failed
practices had the potential to reduce the

determination that the facifity failed to ensure there were no
significant medication errors,

1. What comective action(s) wil be accomplished for those
residents found tc have been affected by the deficient
practice.

The facility is unable to go back and correct the deficient
practice that was observed.

2. How will you identify cther residents having the potential
fo be affected by the same deficient practice and what
corrective action{s) wil be taken.

All residents that reside in the facility are at risk for being
affected by the deficient practice.

Al Licensed nursing staff have been in-serviced on
medication administration - specifically including how fo
identify medications that shou!d not be crushed, proper
sequence of MD!.

On 214/13 the ISVH-L Pharmacy stated that they will begin
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F 332! Continued From page 67 F 332 The Administrator will meniter the CQI Pharmacy Services
before food activates the acid pumps so that the This CQl will be done q week x 4 weeks, then g month x 3
peak concentration of PP will coincide with months, then every three months.
maximal acid secretion, Some residents may The CQI will start March 25, 2013
teport benefits of this medication being | Starting Aol 8 2013, th A’ct' ONS will ovaluate 4
administered outside the 30-60 minutes prior to a ; otarting Al s, 2412, e AGIng Do Wl evallale & nurses
meal and this needs to be determined and using the 15VH-L Medication Adminisfration Skills
documented to justify the confinuss Assessment per week x 4 weeks, then 4 nurses every other
administration imes.” week x 2, then 4 nurses per month x 1, then 4 nurses wifl be
. evaluated quarterly. If areas of poor technique are identified
On 2/15/13 at 1:00 prn, the Administrator and then that nurse will receive individual in-service training
DON were informed of the issues listed above, based on need and re-evaluated
The facifity faxed a document to the survey team 5 Dale Cormeciive aclion wil b ' ted: Agril 15, 20130
on 2/21/13 at 4:25 pm regarding the - e LOIECive aclion wi be compieted: Apnl 1,
administration of omeprazole from the Mayo
Clinic website. The information providad by the
facility did not resolve the concsrn,
F 333 | 483.25{m){2) RESIDENTS FREE OF F 333| F 333 RESIDENTS FREE OF SiGNIFICANT MED ERRORS
$8=D | SIGNIFICANT MED ERRORS This requirement was not mel as evidenced by the
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F 333 | Continued From page 68 F 333 |putfing “donotcrush” labels on blister packages when

therapeutic benefits of the medications. Findings
included:

1. Potler and Perry, 7th Edition, 2009, state on
page 708 in the Safety Alsrt, "Nurses cannot
crush all medications. Some medications, such
as time-raleased or extended-release capsules,
have special coatings fo prevent the medication
from being absorbed foo quickly.”

The facility's Nursing Procedure Manual
reference, provided by the Administrator an

| 211313 at 8:50 am, documented, on page IX-5,

"...9. Do not crush medications that should not be
crushed unless the physician or pharmacist has
explained, in the clinical record, why crushing the
medication will not adversely affect the
resident...”

During a medication pass observation on 2/12/13
at 8:50 am, LN #14 was observed administering
KCl 20 meq ER {potassium chloride 20
milleqguivelants, extended release) to Resident
#18 as ordered by the physician. LN #14 removed
the KC! tablat from the blister package, labeled as
above, placed the tablet in a medicine cup with
other medications, crushed all of the medications
in the cup and administered the medications to
Resident #18.

After LN #14 administered the medication, he
was asked to re-read the lahel on the KCI blister
package and explain how the medication was 1o
be administerad. When specifically asked about
the "ER" on the label, he said he did not know
what that meant. He then looked at the MAR and
said, ¥l think it means extended release." When
asked what "extended release” meant, he said it

appropriate.

The ISVH nursing and Health Informafion Management
departments met with the ISVH-L phzrmacist and Medical
Director and it was determined for medication such as PP!
{e.g. Prilosec) that the administration time for these
medications will be set fo accommodate an empfy stomach
as per manuf. guidelings.

3. What measures will be put in place or what systemic
change you will make to ensure that the deficient practice
does not recur.

Medication Adminfstration and Medication Orders procedure
ias been revised; this procedure includes the faclity
procedure for the Administration of Metered Dose inhalers -
including MDI sequence. All ficensed nursing staff have been
in-serviced 1o this procedure. Addifionally 2 more detailed
in-service has been given to all the licensed nursing staff
regarding how fo properly administer a MDI.

A flow chart for administering multiple inhaled medications
has been develfoped in conjunction with the pharmacist and
all nursing staff have been in-serviced to this flow chart, This
figw charl will be placed at the front of each MAR on each
mmedicafion cart.

All residents who have a prescription for D1 have been
identified and specific perimeters are being placed with these
MDI orders on the MAR to ensure that the MD! is given per
the proper perimeters such as sequence of inhalers, time
between puffs, and rinsing out mouth with water and spitting
out the water in the case of a steroid inhaler.

A fist of medications that should not be crushed has been
placed at the front of every MAR. The ISVH-L pharmacis? will
check this list monthly and update as needed.

The facility pharmacist and pharmacy staff have begun
tabeling medications that shouid not be crushed with Do
Not Crush™ labels and as of 3/21/13 they wil have affixed

FORMN CMS-2507(02-88) Provious Versions Obsolele Event i0:EM2Y11
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F 333 | Continued From page 59 F 333|these “DoNotCrush™ iabels o all appropriate

| meant the medication should not he crushed, but

that, "1 did crush it."

Pharmacist #13 was intarviewed on 2/13/13 at
10:15 am. He agreed that extended release
medication should not be crushed. He said the

pharmacy does not identify the medication on the

blister package label as a "Do not crush”
medication, but thought the nurses have "a list
somewhere” that tells them which madications
shouid nat be crushed.

Pharmacist #12 was interviewed on 2/14/13 at
12:30 pm. He agreed that extended release
medication should not be crusked. He said the
pharmacy will begin to put labels on the blister
packages that say, "Do not crush” when
appropriate.

2. Parry & Potter, 7th Edition, 2010, in Clinical
Nursing Skills & Techniques, documentad on
page 553, " ...Drugs must be inhaled
sequentially. if bronchodilators are administered
with inhaled steroids, the branchodilators should
be given first in order to dilate the airway
passages for the second medication. *

0On 2/13/13 at 8:50 am, the Administraior stated
the facility did not have & policy/procedure for
administering drugs by inhalation. Shs handed

the survey team a policy cafled, "Adminisiration of

Meiered Dose Inhalers (MDI)," dated 2/13/13,

which she described as a “new" policy. The policy
documented, "...8. When a resident utilizes both a

bronchodilator and a steroid MDY, the
bronchodilatar MDI is administered first 1o open
the airway."

medicaticns currently in use on the medication carts.

All residents in the faciity that iake Prilosec or other PPI
medication that should be taken on an emply stomach have
been identified and in consultation with their attending
physician these medication times have been adjusled so that
the administration can be given on an empty stomach. All
future PPI medication orders will be scheduled to be
administered prior to meals.

All licensed nursing staff will be evaluated using the ISVH-L
Medication Administration Skills Assessment. This
assessment evaluafes the nurse in muttiple areas during
medication administration including bui net limiied fo locking
the madication cart when not in use, using the dot system
whan administering medication, adminisiering medicafions at
proper time, appropriate crushing of medication, and proper
administration of inhaled medication. If areas of poor
technique are identified then that nurse wili receive individual
in-service based on need and re-evaluated.

The CQI Pharmacy Services has been modified %0 include
item to audit that the medications that should not be crushed
sheet is present in each MAR and updated monthly by the
pharmacist and do nct Grush labels are being placed on
appropriate resident  “bubble pack”  medication by
pharmacy.

4. How the corrective action(s) will be monitcred fo ensure
the deficient practice will nof recur.

The Health Information department will puit a raport monthly
x 3months fo audit

-PPI" s are scheduled for proper administration times and
- MDI osders include proper sequence instructicns as per
fiow sheet

The Adminisfrator will meniter the CQI Pharmacy Services
This CQf will be done every month x 4 months, then every
three months x & months, and biannuzlly after that.
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During the medication pass observation on
211213 at approximately 9:48 to 9:52 am, LN #15
was observed administering the inhaled steroid
medication QVAR, 80 milligrams (mg), 2 puffs
and the inhalad brongchodilator, Spiriva, 18 mg to
Resident #21 as ordered by the physician.

LN #15 handed Resident #21 the QVAR first at
approximately 9:48 am and Instructed the
resident to take one puff. LN #15 waited
approximately 2 minutes and handed the resident
the Spirlva inhaled medication. The resident
inhated that medication. LN #15 waited
approximately 2 minutes and handed the resident
the QVAR inhaler again and instructed the
resident o take another puff,

QOn 214413 at 10:10 am, LN #15 was interviewed
ragarding the above chservation. He said he did
not know what order the inhaled medications
should be given, but had read the new policy
regarding the issue.

Qn 2/13/13 at 10:15 am, Phammacist #13 was
asked about administering inhaled steroids and
bronchodilators, He said that the bhronchodilator
shouid be administered first and then the steroid
madication. He staied that information shouid he
on the resident's MAR,

On 2/14/13 at 12:30 pm, Pharmacist #12 was
asked about administering inhaled steroids and
bronchodilators and told of the medication pass
observation. He stated that the bronchodilator
should be given first to optimize the medications
effectiveness. He said he has not given any
inservices regarding administration of inhalers.

Starting April 8, 2013, the Acting DNS will evaluate 4 nurses
using the ISVH-L Medication Administration Skills
Assessment per week X 4 weaks, then 4 nurses every other
week x 2, then 4 nurses per month x 1, then 4 nurses will be
evaluated quarterly. If areas of poor technique are identified
then that nurse will receive individual in-service fraining
based on need and re-evauated.

5, Date Correcive action will be compisted; Apri 15, 2013
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3. 8&C: 13-02-NH, Nursing Homes - Clarification
of Guidance related to Medication Errors and
Pharmacy Services documented on page 3,
under the titte Proton Pump Inhibitors {PPI),
"...The facility must have policies that address the
timing for medications that are required o be
administered with regard to fool intake (for
example, with food or on an empty stomagh].
PPIs such as ...omeprazole (Prilosec), are
routinely used in nursing home settings. For
optimal therapeutic benefii, most PPls should be
administered on an empty stomach, ideally 30-60
minutes before meals. The rationale is that in .
order for the medication to provide the maximum
benefit it needs to be present in the system
before food activates the acid pumps so that the
peak concantration of PPl will coincide with
maximal acid secretion. Some residents may
report benefits of this medication being
administered outside the 30-60 minutes priorto a
meal and this needs to be determined and
documented to justify the continued
administration times."

Nursing2013 Drug Handbook, 33rd Edition, 2013,
documented on page 1011 the following
regarding the administration of omeprazole
tablets, capsuies and powder, "Give diug at least
1 hour before meais."

The facility's Nursing Procedure Manuat
documanted under Standard Medication Times
and Orders, ™. In collaboration with the
physician, the nurse may change standard
medication imes .." ‘

Resident #19 ' s Physicians Orders for 2/2013
documented, "Omeprszole 20 mg, | PO Q day [2C
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milligrams, 1 dose by mouth every dayl." On
2112132 at 9:05 am, LN #7 was observed
administering omeprazole 20 mg by mouth to
Resident #18 after the breakfast meal.

On 21313 at 8:50 am, the Administrator stated
the facility doss not have a policy or procedure
regarding the administration of PPls.

0On 2/14/13 at 10:45 am, LN #7 was asked about
the medication administration time for Resident
#19. She stated that omaprazole should be given
before meals, but that the physician determines
the fimes of medication administration and, "We
don't dare change the times on Prilosec.” Note:
The physician orders did not specify a time to
give the medication, only that the medication be
given every day. The facility policy documented
the nurse could consult the physician regarding
medicafion administration fimes.

On 2/15/13 at 1:00 pm, the Administrator and
DON were infarmed cf the issues listed above.
The facility faxed a document fo the survey tzam
on 2/21/13 at 4:25 pm regarding the
administration of omeprazole from the Mayo
Clinic website. The information provided by the
facility did not resolve the concern.

483.60(c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities to
the attending physiclan, and the director of
nursing, and thase reports must he acted upon.

F 333

F 428 F 428 DRUG REGIMEN REVIEW, REPORT IRREGULAR,
ACTON

This requirement was not met as evidenced by the
determination that the faciity failed to ensure monthly
medication regimen reviews documented iregularities with
medication administrafion.

1. What corrective acfion(s) wil! be accomplished for those
residents found fo have been affected by the deficient
praciice.
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F 428 Centinued From page 73 F 428 | The facility is unable to go back and correct the deficien

practice for the resident identified.

2. How witt you identify other residents having the potenfial
fo be affected by the same deficient practice and what
comective action(s} will be taken.

All residents that reside in the facility are at risk for being
affected by the deficient practice.

This REQUIREMENT is not met as evidenced

bgf;,sed on ohservation, staff interview, and record All residents in the faciify that take Prilosec or other PP
review, it was determined the facility failed to medication that shouid be taken on an empty stomach have
ensure maonthly medication regimen raviews heen identified and in consulation with their attending
documented irregularities with medication physician these medication times have been adjusted so that

administration, This was true for 1 random
resident abserved during medication pass fo
receive omeprazole after meals, This failed :

the administraticn can be given on an emply stomach. All
future PPt medication crders will be scheduied to be

practice had the potential to reduce the administered prior o maals.

therapsutic benefits of the medisations. {Refer to 3. What measures wilt be put in place or what systemic

F333). Findings included: change you will rrake o ensura that the deficient practice
doss not recur,

Resident #19's Physicians Orders for 2/2013 The ISVH-L Pharmacist has been provided with a copy of F-

documented, "Omeprazole 20 mg, | PO Q day [20 428 for his review by the ISVH-L Acting Administrator and he

milligrams, 1 dose by mouth every dayl" The

start cate for the medication was 96112, On has been asked to sign an acknowledgement that he has

2/12/13 at 8:05 am, LN #7 was observed received and read F 426,

administering omeprazole 20 mag by mouth to The ISVH-L Physician's Recap procedure has been revised.

Resident #12 after the breakfast meal. The Physician orders will be printed six business days prior
to the end of the menth and a cover page wilf be piaced on

The medication regimen reviews conducted by each residents racap'. The physician's orders with the cover

the pharmacist for Resident #19's medications
were reviewed for 2012 and 2013. The reviews
stated that any Irregularitiss found during the

page will then be routed fo the ISVH-L Pharmasist for the
Drug Regimen Raview. The 1SVH-L Pharmacist will review

review woukd be sent to the DON. On 2/13/13 at the physician” s arders per guidelines in F 428, document
3:20 pm, the DON was asked if she had any any comments, ¢osing safety or recommendations on the
dacumentation from the phasmacist regarding the cover sheet and retumn the recap o the ISVH-L RN
administration of omeprazole for Resident #19, Manager. The RN Manager then reviews the physician® s
The surveyor did not receive any documentation onders and comment as needed. The recaps are then sent
from the DON.

10 the residents attending MD for review and signature, to the
DNS for review and signature and then lastly to the RN

On 2/13/13 at 8:50 am, the Administrator stated ’ ) )
Manager again for final review and signature hefore they are
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F 428 Continued From pags 74 F 428 | fied in the residents medical record. The CQI Pharmacy
the facllity does not have a policy or procedure Services has been modified to include item to audit that the ;
regarding the admiristration of PPls pharmacist has conducted monthly drug regimen review. :
(omeprazole). 4. How the corrective action(s) will be monitored fo ensure
. {he deficient practice will not racur. i
On 2/13/13 at 10:15 am, Pharmacist #13 was o . :
interviewed regarding omeprazole, He stated Starting in the month of APrﬁ 2013, the ISVH-L Health
Pharmacist #12 does the medication reviews and Information department will review 100% of the monthly
would be in on 2/14/13 to speak fo the survey physician” s orders every month to ensure tha the cover
team. Pharmacist #13 stated that omeprazole page is intact and afl signatuzes are present before the
should be in the stornach bafors the meal was recaps are signed and placed in the resident” s medical
eaten. ' record.
On 214413 at 12:30 pm, Phamacist #12 was Thfe Admlnif{ratormli monitor the GQI Pharmacy Services
interviewed regarding omeprazole. He stated that, This CQI will be done evary month x 4 months, then every
idea"y[ omepraZEﬂe should be gi\.ﬁen hefore three months x 6 monlhs, and b‘[annualiy after that.
meals, He stated that in his medication regimen The GGl wif start April 8, 2013 3
reviews for omeprazole, he concentrated on the 5. Dats Corrective action will ba completed: April 15,2013 !
"Indications" for use of omeprazole and not the !
times of administration.
On 2715113 at 1:00 pm, the Administrator and
DON were informed of the issue, The facility
faxed a document fo the survey team on 2/21413
at 4;25 pm regarding the administration of
omeprazole from the Mayo Clinic website. The
jinformation provided by the facility did not resolve
the concem.
F 4311 483.60(b), (d), {¢) DRUG RECORDS, F 431 F 431 DRUG RECORDS, LABEL/STORE DRUGS &
s3=p | LABEL/STORE DRUGS & BIOLOGICALS BIOLOGICALS
The facik ¢ | obtain th . ; This requirement was not met as evidenced by the
© facility must employ or obtain the services o determination that the facily failed to ensure the medication
a licensed pharmacist who establishes a system -
of records of receipt and dispasition of al car? for the Norlth lhaﬁ had a functicning lock to .secyre
controlled drugs in sufficient detaif to enabie an resident prescription and over the counter medication .
accurate reconciliation; and determines that drug 1. What corrective acfion(s) will be accomplished for thase ;
records are in order and that an account of all residents found fo have been affectad by the deficient i
controlled drugs is maintained and periodically practice.
raconiied. The faciity notified the survey team on 2/14/13 at 10:10 am 5
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Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessery and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facllity must store all drugs and biologicals in
locked comparimenis under proper temperature
contrals, and permit anly authorized personnel to
have access 1o the keys.

The facility must provide separately lacked,
permanantly affixed compartments for storage of
conirolled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Control Act of 19786 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quiantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT s not met as evidenced
by:

Bazed on chservation and staff interview, it was
determined the facllity failed to ensure the
medication cart for the North Hall had a
functioning lock te secure resident prescription
and over-the-counter medication. This affected 1
of 3 medication carts in the facility. This failed
practice had the potential for harm by giving
access to medicafions to residents, visitors, and
family. Findings included:

On 2/12/13 at .20 am, before the medication

2. How will you identify other residents having the petentiat
to be affected by the same deficient practice and what
correcive acfion(s) will be taken.

All residents that reside in the faclity are at risk for being
affected by the deficient practice.

All medication and treatment carts in the facilify have been
physically checked by the Acting RN Manager and are found
te be locking comectiy.

3. What measures wilt be put in place or what systemic
change you will make to ensure that the deficient practice
does not recur.

Medication Administration and Medication Orders procedure
has been revised, this procedure includes the facility
procedure for Medication and Treatment Carts and that
these carts are to be kept locked when notin use, All
licensed nursing staff were in-serviced to this procedure.
Allficensed nursing staff will be evaluated using the ISVH-L
Medication Adminisfraticn Skills Assessment. This
assessment evaluates the nurse in muftiple areas during
medication adminisiration including but net limited to locking
the medication cart when not in use, using the dot system
when administeting medication, administering medications at
proper time, approptiate crushing of medication, and proper
administration of inhaled medication, If areas of poor
technique are identified then that nursa will receive individual
in-service based on need and re-evaluated.

CQI Pharmacy Services has been modified to include item to
check all Medication and Treatment carts tc ansure lock is
working and ifit is not idenfify plan put into place to secure
medications and whom notffied.

4. How the corrective action(s) will be monitored o ensure
the deficient practice wili not recur.

Starting April 8, 2013, the Acting DNS will evaluate 4 nurses

using the 1SYH-L Medication Administration
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F 431

| put the call light on in Resident #21's room. CNA

Continue'd Fram page 76

pass observation, the drawers of the medication
cart for the Morth Hall were observed to be
unfocked and unaitended. The North Halt
medication cart cantained prescription and
over-the-counter medications for residents
residing on the North Hall. LN #15 was observed
exiting a resident's room close to the medication
cart and was asked about the
unlocked/unattended cart. LN #15 said the lock
on the cart had bean broken for some time, at
least for the last few days. He stated he had
reported the lock was broken on tha madication
cart several days ago, but the lock had not been
fixed.

LN #15 prapared medications to administer to
Resident #21. LN #15 went into Resident #21's
raom leaving the North Hali medication cart in the
hallway, unlacked and out of visual contact He

#3 answered ths light after a few minutes. LN #15
asked CNA #3 to stand in the hallway by tha
Narth Hall medication cart while he finished
administering the medications to Resident #21
explaining the fock was broken on the cart and
the CNA was to watch the cart. After he
administered the medications to the resident, he
pushed the medication cart info the nurse's
station area.

Cn 2/12/13 at 4:10 pm, the Administrator and
DON were informed that the North Hall
medication cart was not able to be locked. The
DON said, "It's bzen fixed."

On 2/14/13 at 10;10 am, LN #15 reported to the
surveyor that the North Hall medication cart now
had a lock that worked.

On 2/14/13 at 12:30 pm, Pharmagist #12 was
asked about the lock on the North Hall
medication cart. He stated he had seen the North

F 431

Skills Assessment per week x 4 weeks, then 4 nurses every
other week x 2, then 4 nurses per month x 1, then 4 nurses
will be evaluated quarterly. If areas of poor technique are
identified then that nurse will receive individusl in-service
fraining based on need and re-evaluated.

The Administrator will monitor the CQi Pharmacy Services
This CQI will be done avery month x 4 months, then every
three months x 6 months, and biannually after that,

The CQI will start April 8, 2013

5. Date Corrective action will be compieted; Aprit 15,2013
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Hall medication cart in the hallway with the
drawers bumping up against the wall and
wondered why the cart was positioned in that
fashion. He said he did not know the lock was
broken.
The facility provided no other information or
documentation that resolved the concarn.
F 441 483,65 INFECTION CONTROL, PREVENT F 441F 441 INFECTION CONTROL, PREVENT SPREAD,
ss=D! SPREAD, LINENS LINENS

The facility must establish and maintain an
Infection Conirel Pragram designed to provide a
safe, sanitary and comfortable environment and
fo help prevent the development and transmission
of disease and infection,

{a} Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the faciiity;

(2) Decides what procadures, such as isolation,
should be applied to an individual resident; and
(3) Mazintains a recard of incidents and corrective
actions related fo Infections.

(b} Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or thelr food, if
direct contact wili transmit the disease.

(3) The facifity must require staff to wash their
hands after each direct resident contact for which
hand washing is Indicated by accepted

This requiremant was not met as evidenced by the
determination that the faciity failed fo ensure staff adhered fo
standard infection control measures. This was true for 1 of 3
LN observed during medication pass, who failed to wash his
hands after removing his gloves before and after
administering an intravenous medication fo Resident #18.

1. What commective action(s) will be accomplished for those
residents found to have been affected by the deficient

practice.

Licensed Nurse #14 has been re-educated about the proper
use of gloves and handwashing while administering
medicafions through a PICC line.

2. How will you identify other residents having the potential
{0 be affecied by the same deficient practice and what
comective action{s} will be taken.

All residents who reside In the facility have the potential to be
affected by the deficient practice. The entire staff has been
in-serviced regarding proper hand washing and gloving

techniques.

3. What measures will be put in ptace or what systemic
change you will make to ensure that the deficient practice
does not recur.

All glove sizes will be located in each resident rogm to
prevent the need fo obtain gloves from the hallway.
Altlicensed nursing staff will be evaluated using the ISVH-L
Medication Administration Skills Assessment. This
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professional practice.

(c) Linens

Personnel must handle, store, pracess and
transport linens 5o as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and raview
of the facllity’s hand washing policy, it was
determined the facility failed to ensure staff
adhered io standard infection control measures.
This was true for 1 of 3 LNs observed during
medication pass, who failed to wash his hands
after removing his gloves befare and after
administering an infravenous medication to
Resident #18. Failure to implement standard
infection contrel measures placed residents at
risk for harm from infections due to transmission
of microorganisms, Findings included:

The facility's Nursing Frocedure Manuai on
"Using Gloves" documented, "...F. Wash hands
after removing gloves. Gloves da not replace
hand washing. ..."

Gn 2112113 at 1:50 pm, LN #14 was cbsarved
flushing Resident #18's dual lumen PICC
{peripherally inserted central catheter) catheter
located in the resident’s right arm with heparin
and normai saline. LN #14 entered the room and
gloved his hands. LN #14 looked at the PICC
catheter and decided he needed other supplies
before flushing the catheter. LN #14 removed his
gloves and left the room without washing his

medication administration including but not imited fo proper
handwashing or hand sanitizing related to medication
administration. If areas of poor technique are identified then
that nurse will receive individual in-service based on need

and re-evaluated.

The CQl Infecfion Control Nursing has been modified fo
include item to audit that staff are wearing gloves
appropriately {notin hallways, change between resident
cares, etc. and Staff cemonsirate upon observation propoer
hand hygiene praclices related fo direct patient cares.

4. How the corractive action(s) will be moniterad to ensure

the deficient practice wilt not recur.

Starling April 8, 2013, the Acting DNS will evaluate 4 nurses
using the 1SVH-L Medication Administration Skills
Assessment per wesk x 4 weeks, then 4 nurses every ofher
week x 2, then 4 nurses per month x 1, then 4 nurses witl be
evaluated quarierly. 1 areas of peor fechnique are identified
then that nurse will receive individual in-service fraining

based on need and re-evaluated.

The Administrator wil monitor the CQI Infection Control

Nursing

This CQYl wilt be done g month x 3 months, then every three

months x & months, then biannually.
The CQT will starl Aprit 1, 2013

5. Date Corrective action will be compieted: April 15,2013
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hands. The LN came back into the robm and
reglovad, EN #14, again, needed oiher supplies
so he removed one glove, left the other glove pn
his hand and walked out of the regident’s room
without washing his hands or removing the other
glove. LN #14 came back into the room, gloved
the bare hand and flushed Resident #18's PICC
catheter. After the procedure was complated, LN
#14 remaoved his gloves and feft the room without
washing his hands,

The LN was asked aboui washing his hands after
remaving his gloves and leaving the resident's
reom without removing his glove. He stated, "l
washed my hands.” The surveyar refayed the
observations above. LM #14 had no other
comments.

On 215413 at 1:00 pm, the Administrater and
DON were informed of the observations. The
facility provided no other information or
documentation that resaolved the concern.
483,75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a manner that
enabies it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
weil-bsing of each resident.

This REQUIREMENT g not met as evidenced
by:

Based on staff Intervlews, review of the facility's
abuse investigations, review of the facility's
policies and procedures on abuse, and record
review, it was dsterminad the Administrator,
DON, and management team failed to manage
the facility to ensure the safely and well being of

F 441

F 480

F 480 EFFECTIVE ADMINISTRATION! RESIDENT WELL-BEING

Afacilily must be adminislered in 2 manner that enables It to use s rsourcas
effectively and efficiently {o atain o maintain {he highest practical physical, mental
and paychosoctal well-being of each residant

1. Whal comeclive actionls) wilt be accomplished for those residents found fo have
been affected by the deficient praclice. Residents # 10, #16 and 47 were affected
by this deficient practice. Based on review of the faclily” s abuse policy, review of
investigaticns, review of personne fles, record review and slaff intervievs fwas
defermined that the facilty faled to ensure l allegations of abuse, neglec! andfor
mistrealment wers immedialely reported, residents were immediately prolected,
allegations were thoroughly investigated and appropriats comeclive aclion was
taken. Staff employed al the Idaho Slate Veterans Home - Lewistor who wera
involved with the 2lleged abuse of residents #10, #16 and #17 were placed on
administrative lsave while thorough investigations were conducted. LN #19is no
longer employed at the Idaho Slate velerans Home - Lawiston. LN # was nolfied
by certified mafl the condiions that she is allowed to visit her refative in order to
maintain resident #4177 & safoly during her viskis. Stalf has been edusated on the
procadure of ensuring rasidant #17 is not i conlact with former employes, LN#8,
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each resident. They failed to immediately and
thoroughly investigate allegations of abuse and
report those allegations to the appropriate
agencies. In addition, they failed to profect
residents from further abuse. Also, they failed to
develop comprehensive policies and procedures
that prohibited mistreatment, neglect, and abuse
of residents and misappropriation of resident
property and to operationalize policies and
procadurss to ensure residents were protacted
from abuse, These failed practices affected 3
sampled residents (#s 10, 15, 17) and had the
potential to affect all residents residing in the
facility.

Specifically, the Administrator, DON, and
management {eam failed to:

1. Ensure immediate and thorough investigations
were conducted when allegations of
staff-to-resident abuse were reporied. This
affected Rasident #s 16 & 17, Refer fo findings
of immediate jsopardy at F225 for both residents.
Refer to findings of harm to Resident #17 at
F329.

2. Ensure residents were protected from further
abuse when a staff member, who was terminated
because of abusive behavior toward a rasident
({#17), was allowed to come back into the facility
to visit a family member and/or co-workers
without struclured guidelines andfor supervision
whiich resulted in upsetting Resident #17. Refer to
findings of immediate jeopardy at F226,

3. Ensure the facility's policies and procedures
regarding abuse were comprehensive and
sufficient, according to Federal regulations at

she is in the building & ensure she has no contact with residant #17.

2. How wil you identify other residents fraving the polential to be zffected by the
same deficient practice and what coreclive action(s) wil be izken, Al residents
have the patential to be negatively impacted by this deficfent practice. As a result,
Reasonable Suspicion of a Crime Policy has been teviewed and revised bo ensure
consistency with Administrative Policy, State, and Federal Reoulations. Al of the
staff were in-serviced regarding the deficient praclice on Febroary 28, 2013 and
March 20, 2013 viz multivle &l slaff meelings. Nursing staff received additional
in-services on Mach 6, 7 & & 2013 and through silent in-services.  All new
allegations of abusa, neglect or mistreaiment has beer reporled lo Siale survey
and cerffficalion agency. Al individuals invoived in the abuse dllegation have been
placed on administrative leave pending the oufcome of ihe investigafions. Results
of the investigation have been reported o the Stale survey and cortification agency.
The Divector of Social Senviees from Boise has conducted resident interviaws of
approximalely 50% of the residents to identify concems of abuse, neglect or
mistraatment, No new issues were identfied during this process. This same
practica will be- tilized for any statf discharged for zbuse, negect of misireatment
allegaions and havs famity members resicing in the ISVH Lewiston.

3. What measures will be pal in place orwhal systemic change you wil make b
anstire thal the deficient practics does nof reour. All slaff has been in-serviced
regarding fhe updated policy and the behavioral expectations of reporting any
alleged abuse, neglect or mistraalment of residents, Leadsrship has besh
transitioried fo ar interim staff to ensure the appropriats identfication and
investigation of alleged complaints of 2buse, neglecl or mislreaiment. Fuiura
leadership wil be exlensively in-serviced regarding lhe behavioral expectalions for
raporting abuse allegalions to alf the approprate agencles as well as Civision staff
to ensure that reporting requirements are mel, Any identffied fallures to rport
abuse aceording to policy will be address 25 a performanca izsue wilh staff.
Residents wilh behavicral concems wilt have 2 behavior management plan and
slentin-sarvices whl be used to reeducate the slaff on behavior modificatien
techniques. Staff have hean in-serviced to the updated behavioral management
plans for effective implementation. Sacial Service has had their palicy mahual
extensively revised to adress the cument praclice and expacied professional
praciice.

4, Howthe comective actionis) will be monitored lo ensure the defictent practice
will not recer. The intervenions and in-servicing by the interim staff have crealed an
environment in which buse aliegalions are teported by all slaff. Future leadership
staff wik be exlensively in-sarviced to ensure understanding of the poficy
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F 490 | Continued From page 81 F 490 andl bahavioral sxpectafions included in the polcy. Idaho Division of Velerans
F228, to ensure residents were not subjected to Senvicas staff i monftor this process on 2 monthiy basis for (he next 12 months
istraatment, neglect, abuse, and through review of the reported polices, staf inlerviews, review of documentallon to
misappropriation of their property. Refer tc ensure policiss are followed and abuse alegalions are reported.
findings at F225. 5. Dale Correstive action wit be completed: Apri 15,2013

On 2/19/13 at 2:50 pm, the Administrator was
informed of the concems regarding the
Adminisirative team. The facility provided no
other information or documentation that resolved

the concern. :
F 518 483.75{m}(2} TRAIN ALL STAFF-EMERGENCY F 518 F 518 TRAIN ALL STAFF-EMERGENCY

This requirement was nof met as evidenced by the

The facility must frain all employess in emsrgenc
v poy geney determination that the facility failed to ensure all employeas

procedures when they bagin to work in the facility;

periodically review the procedures with existing were sufficienily trained in emergency procedures for 3 of 3

staff, and carry out unannounced staff drills using employees.

those procedures. 1. What comective action(s) will be accomplished for those
residents found to have bean affected by the deficient
practice.

This REQUIREMENT is not met as evidenced

There was no resident affected by the deficient practice.

bgésed on policy review and staff interviews, it 2. How will you identify other residents having the potential
was determined the facitity failed to ensure all to be affacted by the same deficient practics and what
employees were sufficiently tralned in emergency comective action{s) will be taken.

procedures for 3 of 3 employees (CNA#17, CNA All residents that reside in the facility are at risk for being
#18, and LN #9} who were Interviewed about affectad by the deficient practice.

emergency procadures. This resulted in the
potenttal for etnployses o not respond in a safe
or appropriate manner in the event of an
emergency. The findings include:

3. What measures will be putin place or whai systemic

i change you will make to ensure that the deficient practice
+ does not recur.

Facility staff from ait depariments (nursing, dietary,

1. The facility's Emergency Palicies, undated, mainfenance, activities, therapy and contract employees)
were reviewed, The policy titled Fire Procedurs were re-educated fo the facility’ s Emergency procedures.
listed five steps that were to bs followed during {SVH-L wil schedule a FizefEmergency in-service every

fire drilis as well as an actual firs, as foliows: monih for the next three months, then every other month for

- "Remove residents in immediate danger, calling six monifs, then quarterly to be ongong
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aloud repeatedly the code phrase DOCTOR RED
IN (Location). If tha fira is in a resident's room,
gvacuate that room and the rooms on aither side
of that room. Ensura that the doors are closed on
those rooms.,”

~"Immediately pult the fire alarm near the fire.
Announce over the P.A. systetn, DOCTOR RED
IN {Location).”

- "Ensure ali reom doors in FIRE AREA are
closed. Do not open a door if you think there is a
fire behind &I"

- "Report fire to charge nurse, who will in tum call
the Fire Department (911) to verify that the Fire
Department is en route.”

- "Return to Fire Area and aftempt fo extinguish
the fire only if you can do so safely.”

During the survey, three employees were asked
about the facility's emergency procedures with
the following resuits:

a. On 2/13/1M3 at 9.57 a.m., CNA#17 was asked
what she was to do if there was a fire. CNA#17
stated she would close the doors and make sure
residents were safe. CNA#17 stated she would
then find out where the fire was. CNA#17 stated
her instinct would be to yell "fire" but she would
contact the charge nurse. CNA#17 stated she
wolld then obfain oxygen bottles for residents
and tell emergency personnei that oxygen was in
usea.

CNA#17 was not able to verbalize the
appropriate steps to be taken, as per the facllity's

F 518 | The CQI Faciity Environment has been modified to include

0643 D SUMMARY STATEMENT OF DEFICIENCIES v PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o DEFICIENCY)
F 518 | Continued From page 82

an item to verbally ask random staff whaf he ISVH-L facility
procedures are in the event of an emergency (e.g. fire,
flood-+}

4, How the cormective action(s) will be monitored to ensure
the deficient practice wilt not recur.

The Administrator will monitor the CQi Factity Environment
This CQI will be dore q week x 4 wesks, then q month x 3
months, then every three months,

The CQI will start March 25, 2013

5. Date Corrective action will be completed: April 15,2013
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Fira Procedure policy.

b. On 2/13/13 at 2:28 p.m., CNA #18 was asked
what he was to do if there was a fire. CNA#18
stated he would check residents’ iocation and
make sure they were safe. He stated he would
then locate the fire and alert everyone else.
When asked about oxygen, CNA#18 stated he
would make sure residents had an adequate
supply of oxygen in their tanks. CMNA #18 stated if
the oxygen tank in the common area was smpty,
he would take the resident to a room with a wall
hookup and close the door, YWhen asked about
evacuating from the facllity, CNA #18 stated
“We've never talked ahout that. [ would grab a
tank,” When asked about the facility's Visitor
Altercation code, CNA#18 stated "We haven't
done a diill in a while. | keep a card in my wallet
with the code but | don't keep my wallet on me at
work."

CNA #18 was not able fo verbalize the
appropriate steps to be taken, as per the facility's
Fire Procedure policy. Additionally, CNA #18 was
not able to express the steps to be faken f an
actual evacuation was required and the facility’s
Visitor Altercation code.

¢ On 2/14/13 at 8:54 a.m., LN #9 was asked
what her role was in the event of a fire. LN #9
stated she would direct CNAs to close doors and
make sure everyone was safe. LN #9 stated she
would then check the monitor at the nursing
station to [ocate the firs, LN#O stated ifit was a
false alarm, she would disable the system by
pushing a series of three buttons. LN#9 stated if
it wag an actual fire, she would call 911 to verify
emergency personnel were on their way, LN #9
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stated if she [ocated the fire, she would grab a fire
extinguisher and put the fire out while CNAs were
evacuating each room. LN#Y stated she would
also get residents with oxygen away from the fire
and shut off the oxygen. When asked which
outlets in the facility were supplied by the backup
generatar, LN#9 stated she was not sure.

LN #9 was not able to ideniify outlets supplied by
the backup generator that would be necessary o
know in an actual emergency.

The facility failsd to ensure all employees were
sufficiently trained In emergency procedures,
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£ 000 16.03.02 INITIAL COMMENTS C 006 Annual Survey compieled on Febriary 20, 2013,
. . Preparation andior execution of this plan of correction

The Administralive Rules of the idaho doss ot constitule admission or agreamant by the

Department of Heatth and Welfare, ) ) ’ )

Skilled Nursing and Intermediate Cara provider of the luth of the facts alleged or conchisions

Facllities are found in IDAPA 18 set forth in the statemen| of defiziencies. The plan of

Title 03, Chapler 2. correction is prepared andfor executed solely because

The following deficiencies ware cited during the it is required by the provisions of fedarai and state law.

annual staie fcensuze survey of your facility.

The surveyors conducting the survey were:

Lynda Evenson, BEN, RN - Team Coordinator

Mina Sanderson, BSW, LSW

Ashley Anderson, QMRP

Lorraing Hutton, RN

C 107} 02.100,02,b Written Policies/Procedures G107 Please refar to Plan of Correclion Farm CMS-2667

b. The administrator shatl be
responsible for establishing and
assuring the implementation of writtan
policies and nraredures for aach
service offar

through arangements with an outside
sarvice and of the operaticn of its
physical plant. The policies and
precedures shall further cleary set
out any instructions or conditions
imposed as a result of religious
beliefs of the owner or administrator.
The administrator shall see that these
policies and procedures ane adhered to
and shall make them availabla to
authorized rgpresentatives of the
Department. if a service is provided
through arrangemeanis with 2n oulsida
agancy or consultant, a written
contract or agreement shall be
established outlining the expectatians

F 430,

of both parfies. %/Q’
T e tas elidengdd by
| e il
B o AL} A2 n d

'3, SIGNATURE
)
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G 107 | Continued From page 1 . G107

Please refer to F480 as it relates fo management
of the facllity by the Administrator.

C 123} 02.100,03,c,vii Free from Abuse or Restraints C123 Piease refer to Plan of Correction Form CMS-2567
F 225 and F 226.

vii. Is free from mental and

physical abuse, and free from chemnical
and {except in emergencies) physical
restraints except as authorized in
writing by 4 physician for a specified
and limited period of time, or when
necessary to protect tha
patient/resident from infury ta

himsalf or to others;

This Rule is not mst as evidenced by:
Please see F225 and F226 as it relates to
resident abuse.

C 425 02.100,03,5,ix Treated with Respect/Dignity G125 Please refer to Plan of Correction Form CMS-2567
F 241

ix. Istreated with consideration,

respect and full recognition of his

dignity and individuality, including

privacy in treatmeént and in care for

his personal needs;

This Rule is not met as evidenced by:
Please refer to F241 as it relates to resident

dignity.

C 147| 02,100,95.g Prohibited Uses of Chemical C 147 Please refer to Plan of Correction Form CMS-2567
Restraints F329

g. Chemical restraints shall not be
used as punishment, for convenience of
the staff, or in quantities that

interfere with the ongoing normat
functions of the patientresident.

They shall be used only to the extent

Bureay of Facﬁ?ty Standards
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Continuved From page 2

necessary for professienally accepted
patient care management and must be
ordered in writing by the attending
physiciar.

This Rule is not met as evidenced by:
Please see F 329 as it pertains to the use of
unnecessary medications.

02.106,05 ORIENTATION, TRAINING & DRILLS

05, Crientation, Training and

Drills. All employees shall be

instructed in basic fire and life

safety procedures.

This Rule is nat met as evidenced by:
Please refer to F518 as it relates to employse
instruction in gafely measures.

02.150,01,2,i Handwashing Techniques

a. Methads of maintaining
sanitary conditions in the facility
such as:

i. Handwashing technigues.
This Ruie is not met as evidencad by:
Piease refer to F441 as it relates fo hand
washing.

02.150,02,a Required Members of Commiliee

8. Include the facifity medical

director, administrator, pharmacist,
dietary services supervisor, direcfor

of nursing services, housekeeping
services representafive, and
maintenance services representative,
This Rule is not met as evidenced by:
Based on staff interview and review of the

C 147

C 243

C 644

C 664

Please refer to Plan of Correction Form CM3-2567
F518

Piease refer to Plan of Correction Form CMS-2567
F 441

(664 Required Members of Commities

This requirement was not met as evidenced by the
determination that the facility faited to ensure the

| Pharmacist attended the infection Control Commitiee.
1. What corrective action(s) will be accomplished for
those residents found to have been affected by the
deficient practice. Na resident was affected by the
deficient practice.
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G664 | Continued From page 3 C 664 2. How will you identify other residents having the
Infection Gontrol Meeting Minutes, it was potential to be affected .by the s.ame deficient practice
determined the facility did nat ensure the and what corrective action{s) will be taken. All
Pharmacist attended the [nfection Control residents shat reside in the facility are at risk for being
Committee. This had the patential to affect all affected by the deficient practice.
residents, staff and visitors in the fagility. Findings 3. What measures wilt be put in place or what
included: systemic change you will make to ensure that the
On 2/14/13 gt 8:45 am, the Infection Cantrol dTiﬁcf;t prac?'cte dl‘[’e:t "°; P
Murse provided the Infection Control Meeting © aimac.|s will attend the montily Iiection
Minutes wiih the attendance sheets attached for Conrol Meeting.
the quarterly meetings on 7/24/12, 10/25/12 and CQl Infection Contro! Nursing has been modified to
1/24/13. She said that during this meeting, include an item fo audit that all members of the
Infection Control data was presented and Infection Controt Committee have signed the meeting
discussed. The Aftendance Record form minutes.
documented who aitsndsd the mesting. The 4. How the corrective action(s) wil be monitared to
pharmagist signature was neot on any of the the deficient practice wil not
attendance records. The Infection Controt Nurse ensure f". elicien 'prac 'c.e Wi o fecur. .
was asked If the pharmacist attended the The Administrator wilf monitor the CQI Infection
meetings for the dates referenced above. She Controf Mursing
said, "No." There was no documentation that the This CQI wifl be done g month x 3 months, then every
pharmacist was excused from the meetings. three months x 6 months, then biannualty.
The Administrat 4 DNS tormad of th The CQI will start April 1, 2013
e Adminisirator an waie informad of the . L -
finding on 2/20/13 at 2:30 p.m. The facility ?él??gt%Correciwe action will be completed; April
provided no other information or documentation !
that resolved the congern.
C 66| 02.180,02,c Quarterly Commilttee Meetings C geg €666 Quarterly Committee Meefings

¢.  Mestas a group ne less oftan

than guarterly with documented minutes

of meetings maintained showing members
present, business addressed and signed

and dated by the chairperson.

This Rule Is not met as evidenced by:

Based on review of the Infection Control Mesting
Minutes and staff interview, it was determined the
facility faited to ensure the minutes of the
infection control commitiee had been signed by
the Chalrperson of the commitiee as required.

This requirement was not met as evidenced by the
determination that the facility failed o ensure the minutes of
the infaction controf committee had been signed by the
Chairperson of the commitiee.

1. What corrective action(s) will be accompiished for those
residents found o have been affected by the deficient
practics. No resident was affected by tha deficlent practice.
2. How will you identify other residents having the potential fo
be affected by the same deficient practice and what corrective
action(s) will be taken.

Bureau of Fac
STATE FORM

lity Standards

1))

EM2Y11

If continuation sheet 4 of 8




PRINTED: 03/11/2013

FORM APPRQVED
__Bureau of Facility Standards
STATEMENT QF DEFICEENCIES (X1} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
MDSQ01311 E. WING Q2120/2013
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIF CCDE
821 215T AVEN
IDAHO STATE VETERANS HOME - LEWISTON LE:VI STON, 1D ;,:;Esm
o4} o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
C 666 Continued From page 4 C 886 All residents that reside in the facility are af risk for
This had the potential o affect all residents, staff being affected by me‘deﬂmentlprachce.
and visitors to the facility. Findings inciuds: 3. What measrres will be putin place or what
systemic change you will make io ensure that the
The Infection Control Manual was reviewed on deficient practice does not recur. CQI Infection Controi
211413 at 8:45 am with the Infection Control Nursing has been modified to include an item to audit
Nur S?- Tpe 'ﬂ{:cﬁoﬂ ?tm:tfclﬁ ;\'u{_se %Owse;i the that alt members of the Infection Control Committee
minutes from the quarterly Infection Contro : I : :
Meatings, dated 7/24/12, 10725112 and 1/25/13. ?;?:rsfr[;: ;hfem:ej;'r:ﬁq;g';’tes' including the
The meeting minutes were not signed by the P ) L )
Infection Control Nurse who was the chairperson 4. How the corrective action(s) will be menitored to
the committee, The Infection Control Murse said ensure the deficient practice will not recur. The
she did not sign any infection Confrof Maeting Administrater will monitor the CQ! Infection Control
Minutes. Nursing. This CQI will be done q month x 3 months,
. . then every three months x & months, then biannually.
The' Adrninistrator and DON were |nfor‘rf1ed of the The CCQI will start April 1, 2013
finding on 2/20/13 & 2:30 pm. The faclity 5. Date Corective action will be completed: April
provided no other information or documentation ) pleted
that resolved the concern. 15,2013
C 782 02.200,03,3,iv Reviewed and Revised C782 Please refer to Plan of Correction Form CMS-2567 F 260
iv. Reviewed and revised as needed
to reflect the current needs of
patients/residents and current goals
to be accomplished;
This Rule Is not met as evidenced by:
Please refer to F280 as it relates to the revision of
care plans.
C 784] 02,200,03,b Resident Needs Identified C 784 Plaase rafer to Plan of Correction Form CMS-2567 F 309

b. Patient/resident needs shall be
recognized by nursing staff and
nursing services shafl be provided to
asstre that each patientfresident
recelves care necessary to meet his
total needs. Care shall include, but
is not limited to:
This Rule is not met as evidenced by:
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STATEMENT OF DEFICIENCIES {Xi) PROVIDER/SUPFPLIER/CUA
AND FLAN OF CORRECTION 1DENTIFICATION NUMBER:

PRINTED: 03/11/2013
FORM APPROVED

MRS0n1311

(X2) MULTIPLE CONSTRUGTION
A BULDING:

(X3} DATE SURVEY
COMPLETED

B, WING

C

0212012013

NAME OF PROVIDER OR SUPPLIER

IDAHO STATE VETERANS HOME - LEWISTON

STREET ADDRESS, CITY, STATE, ZIP CODE

B2t 21ST AVENUE
LEWISTON, ID 83501

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT DF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

B PROVIDER'S PLAN OF GORREGTION x5
PREFIX {EAGH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG CRO$S-REFERENCED TO THE AFPPROPRIATE DATE

DEFIGIENCY)

C 784

c785

C 798

C 820

Continued From page 5

Please see F308 as it relates to bowe! care and
pain rellef.

02.200,03,b,i Gropming Needs

i. Good grooming and cleanliness of
body, skin, nails, hair, eyes, ears,

and face, including the removal or

shaving of hair in accordance with
patient/resident wishes or as

necassitated io prevent infection;

This Rule is not met as evidenced by:
Please refer to F312 as it relates to bathing.

02.200,04,a MEDICATION ADMINISTRATION
Wiritten Orders

04. Medication Administration.
Medications shall be provided {o
patients/residents by licensed nursing
staff in accordance with established
written procedures which shall include
at least the following:

a. Administered in accordance
with physiclan's dentist's or nurse
practitioner's written orders;
This Rule is not met as evidenced by:
Please refer fo F332 and F332 as it relates fo
medication administration.

02.201,01,a

a. Reviewing the medication profile
for each individual patient at least
every thirty (30} days. The aftending
physician shali be advised of drug
therapy duplication, incompatibilities
of contraindications.

G784

and F 333

C 785 Please refer fo Plan of Correction Form CMS-2567 F 312

C 798 Please refer to Pian of Correciion Form CM8-2867F 332

C 820 Please refer fo Plan of Correction Form CMS-2567 F 428

Bureau of Facillty Standards
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PRINTED: 03/11/2013

FORM APPROVED
_ Bureau of Fagility Standards
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA 42 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
C
. MDS001311 B.WING 02/20/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
821 21ST AVENUE
IDAHO STATE VETERANS HOME - LEWISTON LEWISTON, ID 83501
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION (X5}
FREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)
C 8204 Confinued From page 6 C 820
This Rule is not met as evidenced by:
Please refer to F428 as it relates to medication
regimen review for omeprazols,
G 838 02.201,02, C 838 Please refer to Plan of Comeclion Form CMS-2567 F 281 and
F 431
{. All medications in the facility
shall be maintained in a locked
cabinet located at, or convenisnt to,
the nurses' station. Such cabinet
shall be of adaquate size, and lockad
when netin use. The key for the Jock
of this cabinet shall be carried anly
by licensed nursing personne! andfor
the pharmacist,
This Rule is not met as evidenced by:
Pleasge refer to F281 and F431 as it relates to
locking medications.
G 875 02,202,03 EXAMINATION CF PETS G 875 (875 Examination of Pets

03. Examination of Pets. Pets shall

receive an examination by a

veterinarian prior to admission to the

facility. Appropriate vaccinations

shall be given. Birds subject {o

transmission of psittacosis are

included.

This Rule is not met as evidenced by:

Based on abservation and staff interview, the
facility falled to ensure a pet bird recelved an
examination by a veterinarian prior to admissign
to the facility. This had the potential to expose al}
residents (Residents #1 - #81) to health hazards,
The findings include:

During en observation at the facility on 2/12/13
from 12:32 -~ 1.00 p.m:., fwo birds were noted {0
be in a cage located in the common area near the

This requirement was not met as evidenced by the
determination that the facility failed to ensure a pet bird
received an examination by a veterinarian prior to admission
fo the facility.
1. What corrective action{s) will be accompiished for those
residents found to have been affected by the deficient
praclice. No residen was affected by the deficient practice.
2. How will you identify other residents having the polential
to be affected by the same deficient practice and whal
corrective action(s) will be taken. Afl residents that reside in
the facility are at risk for being affected by the deficient
practice.
3. What measurss will be putin place or what systemic
change you will make to ensure that the deficient practice
does not recur,

Both fagility birds were taken to the Veterinarian and have
reczived clean bill of health on 2/28/13.

STATE FORM

Bureau of Fagility Standards

GRRY

EM2Y11 #f continuation sheet 7 of 8




PRINTED: 03/11/2013

FORM ARPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA X2} MULTH’LE CONSTRUCTION {X3) DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING;
C
MDS001311 B. WING G220/2013
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
821 21ST AYENUE
IDAHO STATE VETERANS HOME - LEWISTON LEWISTON, D 83501
Py ID SUMMARY STATEMEMT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTION {5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
C 875 | Continued From pags 7 C 875 The facility birds will be taken annually to the veterinarian by

nurse's station.

IDAPA 16.03.02.202,03 statas “Pats shall recaive
an examination by a veterinarian prior to
admission to the facility. Appropriate
vaccinations shall be given. Birds subject to
transmission of psittacosis are included.”

When asked on 2/13/13 at 10:49 a.m. if the birds
had received a physical examination from a
veterinarian, the Activities Director stated there
was no documeniation that one of the birds had
received an examination.

The faciiity failed to ensure a pat bird raceivad a
physical examination prior o admission fo the
facility.

the Activity Coordinator for annual  “checkup’ and
receive any recommend vaccines.

Should ISVH-L decide to have any other facility pets then
facility will ensure that those pets are seen by a veterinarian
prior to admission.

CQl Infection Control Nursing has been modified o include
an item that audits that facility pets have been seen prior to
admission and annually and that there is documentation fo
support.

4. How the corrective action(s) will be monitored to ensure
the deficient practice wili not recur.

The Administrator will monitor the CQl Infaction Controf
Nursing

This CQF will be done q manth x 3 months, then every three
months x & months, then biannually.

The CQI will start Apri 1, 2013

5. Date Corrective action will be completed: April 15,2013

Bureau of Faaifity Standards
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I DAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. "BUTCH" OTTER ~ Governor DEBRA RANSOM, RN R.H.LT., Chief
RICHARD M. ARMSTRONG — Director BUREAYU OF FACILITY STANDARDS
3232 Elder Street

P.0. Box 83720

Boise, ID 83720-0008

PHONE 208-33£-6626

FAX 208-364-1888

April 16, 2013

Kenneth Shull, Interim Administrator
Idaho State Veterans Home - Lewiston
821 21st Avenue

Lewiston, ID 83501

Provider #: 135133

Dear Mr. Shull:

On February 20, 2013, a Complamt Investigation survey was conducted at Idaho State Veterans
Home - Lewiston. Lynda Evenson, R.N., Lorraine Hutton, R.N., Nina Sanderson, L.S.W. and
Ashley Anderson, Q.M.R.P. conducted the complaint investigation. This complaint was
investigated in conjunction with the annual Recertification and State Licensure survey.

During the complaint investigation, the following were reviewed:

e The identified resident's medical records and hospital records; and
¢ Medical records for two additional residents identified in the complaint.

The following staff were interviewed:

Acting Administrator;

Acting Director of Nursing Services;
Consulting Social Worker; and
Infection Control Nurse.

Observations occurred throughout the survey of the day-to-day care of residents, staff interactions
with residents and opportunities for staff to maintain or violate residents' confidentiality and
privacy.
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In addition, individual resident and family interviews and a resident group meeting were
conducted during the survey. The residents and families were asked questions about general
care, treatment by staff and protection of resident privacy and confidentiality. The residents
attending the meeting, as well as the residents and families interviewed expressed no concemns
regarding these issues.

The complaint allegations, findimgs and conclusions are as follows:
Complaint #1D00005908

ALLEGATION #1:

The complainant stated the identified resident’s condition rapidly deteriorated during his stay at
the facility, between November 2, 2012, and December 28, 2012. The resident required
hospitalization on nine different occasions during that time. When he was admitted to the
hospital on December 2, 2012, the complainant said the resident was dehydrated, mainourished,
had pneumonia, sepsis and was n septic shock.

FINDINGS:

Based on medical records reviewed and staff interviewed, 1t could not be determined that the
facility's care resulted in a rapid decline in the 1dentified resident's condition during his stay there.
However, it was determined that the resident was admitted with swallowing problems, was at
risk for aspiration pneamonia and had a physician's order for nectar thick fluids. The facility
failed to document that liquid dietary supplements admninistered to the resident by licensed
nursing staff were nectar thick in consistency. Please Refer to Federal Tag F309 cited on the
February 20, 2013 survey report.

CONCLUSIONS:
Substantiated. Federal and State deficiencies related to the allegation are cited.

ALLEGATION #2:

The complainant stated the Director of Nursing (DoN) was observed discussing the identified
resident's case with another resident of the facility. The other resident was reportedly the DoN's
mother. The complainant was concerned about issues of confidentiality for other patients in the
facility, as well as the resident.
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FINDINGS:

Based on resident and family interviews as well as observations, it could not be determined that
residents' confidentiality or privacy were violated. No one mnterviewed had any recollection of
seeing or hearing the identified resident's condition/case being discussed with other residents.

CONCLUSIONS:
Unsubstantiated. Tack of sufficient evidence.

ALLEGATION #3:

The complainant stated the POST (Idaho Physician Orders for Scope of Treatment form) was
changed by the family during one of the patient's hospitalizations. The family approved a PEG
tube, IV flds and IV antibiotics. The complainant stated a copy of the POST sent to the facility,
where the resident was transferred after his last hospital stay, was different from the last one
viewed by the family at the facility. Although the dates on the POSTs were the same, what was
marked under Artificial Fluids and Antibiotics differed, and the changes had not been signed or
inittaled. The complainant believes the facility altered the POST.

FINDINGS:

Based on review of the resident’s medical record and staff mterviews, it was determined there
were two POSTs in the resident's closed record. Both were dated and signed on November 2,
2012, but contained conflicting information in Section C - Artificial Fluids and Nutnition and
Antibiotic and Blood Products. The facility was cited at Federal Tag F155 for failure to initial
and sign changes to the POST. Please Refer to the survey report dated February 20, 2013.

CONCLUSIONS:
Substantiated. Federal deficiencies related to the allegation are cited.

ALLEGATION #4:

The complainant stated on December 15, 2012, following the identified resident's discharge from
the hospital, there was no diagnosis of Vancomycin Resistant Enterococcus (VRE). Yet on
December 28, 2012, when the patient was readmitted to the hospital, he tested positive for VRE.
The complainant believes the resident contracted VRE while in the facility.

FINDINGS:

The resident was readmitted to the facility on December 13, 2012, and discharged on December
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28, 2012, fifteen days after his readmission. The resident's urine was cultured on December 15,
2012, and showed no growth of VRE. No further urine testing was done until the resident
reentered the hospital on December 28, 2012, At that time, the resident did test positive for
VRE. It is possible that the VRE was still in the incubation phase when tested by the facility on
December 15, 2012, and was not predominant enough to show positive on a culture until later.
The resident did not have docurnented signs of a urinary tract infection prior to his transfer to the
hospital on December 28, 2012, for cellulitis.

Based on review of the monthly Infection Prevention Reports dated April 2012 through
December 2012 and Quarterly Infection Control Reports dated July 24, 2012, October 25, 2012,
and January 24, 2013, there were no cases of VRE in the facility between April 2012 and
December 2012. Ir addition, there were no reported cases of VRE during the survey or in
January 2013.

Because of the timeframes indicated above and the absence of VRE in the facility, there was
msufficient evidence to determine if the identified resident's VRE infection was contracted
durmg the resident's hospital stay between December 2, 2012, and December 13, 2012, or during
his stay in the facility between December 13, 2012, and December 28, 2012,

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.

ALLEGATION #5:

The complainant stated there have been five deaths n the facility between November 7, 2012,
and December 12, 2012. One resident (name provided), fell in the shower, sustained a head
injury and died as a result. Another resident (name provided) who had ALS, died from
complications that the complainant felt could have been attributed to poor care. There were three
other deaths according to the complainant, but the complamant was unable to recall names or
circumstances.

FINDINGS:

Based on records reviewed and staff interviews, there was no evidence of deficient practice
found on the part of the facility that contributed to the death of the two mdividuals identified in
the complaint.

CONCLUSIONS:
Unsubstantiated. Lack of sufficient evidence.
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Based on the findings of the complaint investigation, deficiencies were cited and included on the
Statement of Deficiencies and Plan of Correction forms. No response 1s necessary to this
complaint's findings letter, as it will be addressed in the provider's Plan of Correction.

If you have questions or concerns regarding our investigation, please contact us at (208)

334-6626. Thank you for the courtesy and cooperation you and vour staff extended to us in the
course of our investigation.

LORETTA TODD, R.N., Supervisor
Long Term Care

LT/dmj




